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PRIMARY THROMBOSIS OF CEREBRAL VEINS 
(FOLLOWING CHILDBIRTH) 


J. PURDON MARTIN, M.A., M.D., F.R.C.P. 
Physician to Out-patients, National Hospital, Queen Square; Neurologist, British Postgraduate Medical School 


AND 


H. L. SHEEHAN, M.D., M.Sc. 


Pathologist and Director of the Research Department, Glasgow Royal Maternity Hospital 


Using Gowers’s (1892-3) classification, thrombosis of a 
cerebral vein is “ primary ” if it is due to “the state of the 
blood and circulation generally” and is not consequent upon 
disease adjacent to the brain or venous sinuses—e.g., in 
the ears. Evidence is gradually accumulating that primary 
thrombosis of a vein (or veins) on the surface of the 
brain is not a very uncommon condition. Few uncom- 
plicated cases have, however, been described in which its 
occurrence has been established by post-mortem examina- 
tion or by exploratory operation, and its clinical and 
pathological features are not at all widely known. 

We are able to present three cases which came to 
necropsy and: one in which the thrombosed vein was seen 
at Operation, and to refer to other cases in which the 
clinical features were so similar to those of the verified 
cases that there can be little doubt that they had the same 
pathology. Since we are concerned only with the effects 
of thrombosis of the veins we shall exclude from con- 
sideration cases in which, according to our judgment, the 
venous obstruction was due to occlusion of a cranial 
sinus, even if the thrombosis of the sinus was “ primary.” 

Primary thrombosis of cerebral veins happens some- 
times in childhood and less often in old age: during the 
active period of life its most common association seems 
to be with childbirth, but it occurs also with general and 
local infective conditions, and sometimes without any such 
recognizable causal factor. At a recent discussion the 
two of us referred, independently of each other, to cases 
arising during the puerperium (Martin, 1939; Sheehan, 
1939), and this paper will be made more compact if we 
limit ourselves here, so far as is possible, to cases arising 
under such circumstances. The puerperal cases will serve 
to illustrate the symptoms and pathology of primary 
cerebral venous thrombosis in general ; at the same time 
they have an importance of their own in that they 
demonstrate the nature of certain alarming cases usually 
regarded as due to “late eclampsia™ or to cerebral 
embolism. 

Anatomy 

According to O'Connell (1934) eight veins, on the 
average, pass up from the superficial middle cerebral vein 
(which lies in the Sylvian fissure), and make anastomoses 
Over the frontal and parietal lobes with the superior 
longitudinal sinus. Veins arising on the surface of the 
brain join on to them. The positions of four of these 
veins are relatively constant, one lying in each of the 
Precentral, central (Rolandic), and post-central sulci, and 
One in the parieto-occipital sulcus. The more posterior 


members of the group bend forward as they approach 
the upper border of the hemisphere and enter the sinus 
obliquely, in a direction which is thus partly contrary to 
that of the blood flow in it. Each of the larger superior 
cortical veins as it passes from the lateral (superior) sur- 
face of the brain receives a large tributary from the 
medial surface of the hemisphere. 


Case I 


Convulsions ten days after delivery ; death one and 
a half days later. Necropsy: thrombosed veins over 
right prefrontal area. 


A 5-para aged 41 admitted to hospital December 9, 1935, 
had a normal pregnancy and delivery. The puerperium was 
uneventful for the first nine days with normal lochia and no 
pyrexia: nine days after delivery she complained of slight 
headache. The next day she suddenly became unconscious 
and had a fit followed by a series of fourteen other fits in the 
course of twenty-four hours. The temperature rose rapidly 
to 107° F. The cerebrospinal fluid was clear and under 
normal pressure; the urine contained albumin and blood ; 
the blood pressure was 145/90 mm. Hg. She remained coma- 
tose but without any evidence of hemiplegia, and died thirty 
hours after the onset of the fits. 

Necropsy revealed early bronchopneumonia, healed tuber- 
culosis of the mesenteric glands, some old scars of healed 
pyelonephritis in both kidneys, and old pleural adhesions on 
the left side. The uterus was healthy, with normal involution. 
The other organs, apart from the brain, were also healthy. 

The brain showed an area of early cortical softening on 
the outer aspect of the right prefrontal region about 5 cm. in 
diameter. In the pia arachnoid over this softening there 
were two or three thrombosed veins and some small areas 
of haemorrhage. The superior longitudinal sinus was not 
examined. 

In this case the vessels thrombosed were some of the 
variable veins in the right prefrontal region, and the onset 
of convulsions probably coincided with the time of their 
obstruction. Although a softening was produced, no 
paralysis was observed, and this was evidently because the 
lesion was well in advance of the motor area of the cere- 
bral cortex. 

Case If 
Fits from fourth to eighth day after delivery. Right 
hemiplegia. Death fifteen days after first fits. Ne- 
cropsy: thrombosed veins over precentral gyrus; 
“yat-tail” thrombus in superior longitudinal sinus. 

A 10-para aged 39 was admitted on September 11, 1937. 
She had a normal pregnancy and labour. For the first three 
days of the puerperium she was apparently well, with normal 
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temperature and pulse and normal lochia. On the fourth day 
after delivery she had a fit and developed a right-sided hemi- 
plegia. During this day she had several further fits, during 
which the right arm was rotated outwards. but the right leg 
remained still; there was no loss of consciousness. On _ the 
seventh day after delivery four similar fits occurred, and on 
the eighth day two fits. 2 

The blood pressure was 155/85 to 165/95 mm. Hg on the 
fourth day post partum, but thence varied between 135/80 
and 120/75. The temperature rose on the seventh and eighth 
days to 100° F., and afterwards there were occasional tem- 
peratures of 99° F. to 99.5° F. The pulse rate was 70 to 80 
per minute for the first week of the- puerperium, and after- 
wards ran at 100 to 110. The urine contained a slight amount 
of albumin and lactose; the blood urea was 32 mg. per 100 
c.cm. seven days after delivery. The lochia were always 
normal. 

The hemiplegia remained unaltered, but the patient seemed 
to be improving until nineteen days post partum, when she 
developed cyanosis and a sense of oppression in the chest. 
This was partly relieved by oxygen; but after about twelve 
hours she became suddenly more distressed, and died rapidly. 
At the necropsy the immediate cause of death was found to 
be a true thrombosis of both pulmonary arteries. The throm- 
bus was firm and grey and occupied most of the branches 
of these arteries; it appeared to be a few days old. There 
was no evidence of pulmonary embolism or of lung infarcts ; 
the lungs were dry and rather tough. The right ureter 
showed a pregnancy dilatation of considerable degree but was 
not inflamed. The right ovarian veins in the pelvis were 
thrombosed. The uterus was healthy, with normal involution. 
The other organs, apart from the brain, were normal. 

The brain showed an area of reddish softening of the cortex 
of the upper part of the left hemisphere. centred near the 
upper end of the precentral gyrus. This was about 5 cm, in 
diameter at the surface and about 2 cm. deep: it was sur- 
rounded by a zone of yellow staining and softening about 
1 cm. in thickness. In the pia arachnoid over the softening 
there were three large veins distended with red thrombus. 
The superior longitudinal sinus contained a pale thrombus 
along its whole length back to the torcular Herophili; this 
was thicker and whiter, and was adherent near the junction 
of the thrombosed meningeal veins, but did not acclude the 
lumen of the sinus. 

Microscopically the cerebral softening was typical of ad- 
vanced necrosis, and the surrounding yellow zone was packed 
with compound granular corpuscles full of lipoid. 


In this instance the onset of fits and of right hemi- 
plegia is presumably to be attributed to thrombosis in 
the veins over the left cerebral hemisphere and the re- 
sulting softening. It is not possible to say when the 
clot in the superior longitudinal sinus developed, and as 
it did not obstruct the lumen it is doubtful whether it 
gave rise to any symptoms. 


Case Ill 
Weakness of left arm fourteen days after delivery, 
followed by repeated convulsions. At a later stage, 
high intracranial pressure. Thrombosed Rolandic vein 
seen at operation. Eventual excellent recovery. 


This woman, aged 32, was admitted to hospital on March 
18, 1934, under the care of one of us. Her first baby was 
born on March 3, and the puerperium was normal except for 
a rise of temperature to 99° F. on the third day.. On March 
17 she complained of a slight headache and had some tem- 
porary weakness of the left arm. Next morning on waking 
she had a headache, her leit hand was paralysed, and her 
tongue felt too big for her mouth. (She may have bitten it 
during a fit in her sleep.) Soon after waking she had a fit, 
which began with jerking of the left arm and left side of the 
face. Four similar fits occurred during the morning, and she 
was then admitted to hospital, and during the next twenty- 
four hours had seventeen fits. She had complete paralysis 


of the left hand and gross loss of sense of position in it. The 
left side “of the face was paralysed; there was only slight 
weakness of the left leg, but the plantar reflex was extensor. 
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The central nervous system was otherwise normal, and the 
other systems showed: no abnormalities. The cerebrospinal 
fluid pressure was normal: the fluid contained 1,700 blood 
cells per ¢c.mm. but was not otherwise abnormal. The fits 
practically ceased on the second day and the patient made 
good progress until the sixteenth day. She then had a fit, 
and another on each of the two succeeding days: these were 
followed by a rise of intracranial pressure to 240 mm. of 
fluid, with morning headaches and papilloedema, signs which 
eventually led to an exploratory operation. At the operation, 
performed by Mr. Geoffrey Jefferson on the sixty-ninth day 
of the patient’s illness. the dura was found slightly adherent 
over the fissure of Rolando. and instead of the normal 
appearance of the vein in the fissure there was a white opaque 
streak. The motor cortex appeared softened, but stimulation 
of it produced responses in the contralateral limbs. The 
patient made further improvement after the operation, and 
left hospital a month later without disability. 

This case shows two phases. There can be little doubt 
that the alarming symptoms which occurred at the begin- 
ning of the illness were due to thrombosis of the right 
Rolandic vein. which ten weeks afterwards was seen as 
an opaque streak in the arachnoid. The cerebrospinal 
fluid contained numerous blood cells. but the pressure of 
the fluid was normal. The second phase began on the 
sixteenth day. when the patient had a recurrence of fits, 
and thereafter signs of raised intracranial — pressure 
appeared. This rise of pressure may be taken as an 
indication that the absorption of cerebrospinal fluid by 
way of the Pacchionian bodies and the superior longitudi- 
nal sinus had been obstructed. and thus as evidence of 
occlusion of the sinus. or at any rate of its “ upper 
story,” by clot. Hydrocephalus in connexion with throm- 
bosis of the superior longitudinal sinus has been described 
in cases of various kinds by Bailey and Hass (1937), 
Frenckner (1934), Svmonds (1937), Ellis (1937), and others, 


Case IV 
Symptoms of thrombosis of cerebral veins seven days 
and forty-two days afier delivery. Death three years 
later. Necropsy. 

About a week after her sixth confinement, when she 
was 27 years old, this patient, a 7-para aged 30, had a single 
convulsion. There are. unfortunately. no further details avail- 
able about her condition at that time and during the next few 
days. Three weeks later she had a slight thrombosis of the 
superficial veins of the right leg: this cleared up satisfactorily. 
Two weeks afterwards (i.e., six weeks post partum) she 
suddenly developed paresis of the right arm and Jeg. The 
right plantar reflex was extensor: the other reflexes and the 
eyes were normal. The blood pressure was 110/70. Blood 
examination showed a marked anaemia: R.B.C., 2,540,000; 
haemoglobin, 20° : W.B.C., 5.000: urea, 49 mg. per 100 
c.cm. Wassermann negative. No abnormality was found in 
any other system. The hemiplegia gradually disappeared 
during the next month, though subsequently she had occasional 
attacks of fainting with unconsciousness, but without any con- 
vulsions. 

This patient died three years later (April 26. 1940) as a 
result of ante-partum haemorrhage and uterine sepsis in het 
seventh pregnancy. and a post-mortem examination was made. 
The brain showed three depressed scars in the cortex, one 
over the upper part of the left parietal region and one on the 
upper aspect of each frontal lobe. These scars were all about 
2 to 3 cm. in diameter and 1 cm. deep. The overlying pia 
arachnoid was brown, thick, and moderately adherent. No 
remaining thrombosis of cerebral veins or sinuses could be 
distinguished. On section the depressed areas of the brain 
surface showed only a thin layer of cortex, which was dark. in 
colour ; beneath this the white matter was soft and shrunken. 
Microscopically these portions showed, almost exclusively, 
loosely formed glia with few remaining nervous elements. 


The history and the pathological findings in this casé 
indicate that three separate cortical veins had thrombosed 
after the sixth delivery. The convulsion seven days after 
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delivery was presumably related to one of the frontal 
lesions ; the hemiplegia which occurred later was due to 
thrombosis of a vein over the left parietal cortex. It is 
of interest that the latter thrombosis was not accompanied 
by convulsions, and this brings out the important point 
that convulsions are not an essential element of the 
symptomatology. In our experience they are usual, but 
have not been a prominent feature of all the verified cases 
of primary cerebral venous thrombosis hitherto published. 
They occurred in Davis’s (1933) case and in Money's 
(1890), but Dowman’s (1926) patient merely had slight 
attacks of a twitching sensation in the right upper eyelid: 
fis are not mentioned by Irish (1938) in regard to two 
cases of primary thrombosis in his series (Nos. 1 to 4), 
but one of the patients had cramp. A presumptive case 
without fits has recently been described by Symonds 
(1940). 


Another point of interest in this case is the virtual 
disappearance of the thrombosed veins three years after 
the event. In the preceding case the affected vein was 
seen evidently in process of being absorbed ; while Bailey 
and Hass (1937) have described, in the case of an infant; 
both the formation of new vessels and canalized thrombi 
in the superior cerebral veins two and a half months after 
the presumed time of thrombosis. 

Previously Reported Cases.—The puerperal cases _re- 
ported up to 1904 were included in vy. Hésslin’s collection 
(1904, 1905). Of other, more recent, cases Dowman’s 
(1926) was confirmed at operation, and ended in complete 
recovery. Davis's (1933) case was confirmed, both at 
operation and post mortem. Waggoner’s (1928) was com- 
plicated by the presence of an angioma. Two uncompli- 
cated cases of primary venous thrombosis occurred among 
a group of pathological cases described by Irish (1938). 
None of these cases was puerperal. Cases in children are 
in a somewhat different category, and we have not taken 
account of them all. Money’s (1890) case was referred 
to by Gowers (1892-3), and in the more recent literature 
there are two post-mortem cases in children with heart 
disease described by Lhermitte and his co-workers (1936). 


For the purpose of establishing the pathological nature 
of these cases we have necessarily made use of: those in 
which the diagnosis was verified. But we do not wish 
to give the impression that the condition is always a 
fatal one. On the contrary, the majority of patients make 
good recovery. We have seen three other puerperal cases, 
and a number not associated with childbirth, which in 
their initial clinical features were closely similar to those 
already described, but ended happily. The following 
account, though it describes the most severe of the three 
puerperal cases, may be taken as typical of all of them. 


Case V 
Cramp and fits ten days after delivery ; incomplete 
left hemiplegia. Good recovery in three weeks 


A primipara aged 25 was confined on June 30, 1938. 
Labour was normal and the puerperium was uneventful until 
July 10, when she complained of “cramp” in her left hand 
and a feeling of faintness. During that evening she had three 
epileptiform fits, with the twitching more pronounced on the 
left side, and next morning she found that her left arm was 
weak. On admission to hospital at 12.50 p.m. that day the 
patient was able to speak but was stuporoys: she had obvious 
weakness of the left side of her face, and did not move her 
left arm. There was no stiffness of the neck, and nothing 
abnormal was found on examination of the heart, lungs, and 
abdomen, or in the ears; her urine, taken by catheter, had a 
high specific gravity (1036) but was otherwise normal. Her 
temperature on admission was 100° F. and her pulse rate 108. 
The temperature was normal by the following morning and 
Temained so until the next day, when three more brief fits 


occurred involving loss of consciousness ; her temperature rose 
to 100.2° F., but had returned to normal by 10 o'clock next 
morning. Her blood pressure was 120/80 mm. Hg; _ the 
blood Wassermann was negative. 

When examined on the sixth day of her illness she was 
listless and moderately drowsy. She had incomplete left 
hemiplegia, the face and hand being most affected and the leg 
much less, but the left plantar reflex was extensor. There was 
a loss of sense of position in the fingers of the left hand. The 
cerebrospinal fluid pressure was not measured, but there was no 
suggestion, either then or later, that it was increased. The 
patient’s condition steadily improved. In a few days she was 
quite alert mentally, and within a fortnight of her admission 
her left hand had recovered a great deal of its power and 
postural sensibility. She was discharged from the hospital 
on August 9 after a stay of four weeks and a day, and was 
then using her left hand normally. There was still very slight 
weakness in the left side of her face, and the tendon jerks 
on the left side of her body were distinctly greater than those 
on the right; the left plantar reflex was indefinite. 

When seen again three months later she declared herself 
quite well except for slight attacks of numbness in the left 
hand. 


There can be little doubt that in this case, as in Case III, 
the right Rolandic vein was involved. It was probably 
not thrombosed up to its entry into the superior longi- 
tudinal sinus, because the absence of paralysis in the 
left leg indicates that the tributary from the medial sur- 
face of the hemisphere was not obstructed: this tribu- 
tary enters the main vein as it leaves the surface of the 
brain to cross over in the arachnoid to the sinus. There 
were no complications, and recovery was made much 
quicker than in Case III. 

When veins over the more posterior parts of the 
cerebral hemisphere become thrombosed visual disturb- 
ances are likely to ensue. In the following instance, which 
was not associated with childbirth, it is likely that part 
of the vein which runs up to the parieto-occipital fissure 
or one of its tributaries was occluded. Word blindness, 
atiributable to disturbance of function in the adjacent 
angular gyrus, was among the symptoms. 


Case VI 
Typhoid fever. Epileptiform attacks followed by 
word blindness and impairment of postural sense in 
right hand. Good recovery. 

A girl aged 18, recovering from typhoid fever, had seven 
epileptiform attacks one morning and was afterwards stu- 
porous. When seen fou days later she showed no loss of 
power, but recognized objects in the right hand with less 
confidence than in the left. She was quite unable to read, 
although her acuity of vision and visual fields seemed normal. 
Her tendon jerks were brisk and her plantar reflexes flexor. 
Her condition gradually improved, and in about six weeks she 
seemed to have completely recovered. 


Comments 
These cases show the clinical picture of primary cerebral 
venous thrombosis and its variation according to the posi- 
tion of the vessels involved. Regarding the subject in 
its larger aspect the main divisions that call for discussion 
are: (1) the thrombosis ; (2) its effect on the brain; and 
(3) the clinical features to which these jointly give rise. 


The Thrombosis 

Aetiology.—The special anatomical factors which 
favour thrombosis in the veins on the surface of the 
brain were stressed by Gowers (1892-3). We are inclined 
to attach less importance than he did to their vertical 
direction, but the slowness of the blood-flow in them 
and the fact that the blood leaving them enters the longi- 
tudinal sinus in a direction contrary to the current are 
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probably significant. The more general factors which 
favour the thrombosis are not well known. In an impor- 
tant group of cases primary cerebral venous thrombosis 
occurs in the puerperium, which is a time at which throm- 
bosis is particularly apt to arise elsewhere in the body. 
Nearly all the other cases are associated with conditions in 
which diarrhoea and vomiting is an added element— 
typhoid fever, ulcerative colitis, gastro-enteritis—but also 
(as we have seen in another instance) such a mild infec- 
tion as “ gastric influenza” in a vigorous young subject. 
In the puerperal cases there is certainly no relation to 
sepsis which can be recognized clinically or at necropsy. 
Nevertheless, even though the puerperium has apparently 
been normal up till the onset of a convulsion, the possi- 
bility of a symptomless infection cannot be excluded: 
positive blood cultures are found in a high percentage 
of normal women for an hour or two after ordinary 
delivery. Cerebral venous thrombosis is certainly not 
a result of difficulty at the delivery: in nearly all the 
cases this has been quite normal. 


Formation of the Thrombus 


The exact mechanism by which this thrombosis occurs 
in cerebral veins has not been fully worked out. An 
analogy may, however, be drawn with the thrombosis 
sometimes found in femoral or ovarian veins after de- 
livery, in which the probable sequence is as follows: 
(a) A small pale thrombus forms at the junction of a 
tributary vein with a large vessel. It is attached along 
a very narrow longitudinal line at the cardiac side of the 
junction. (b) It enlarges until it rather suddenly obstructs 
the mouth of the tributary vein, which immediately be- 
comes distended by a firm red thrombus made up mainly 
of packed red corpuscles. (c) The primary thrombus also 
enlarges into the lumen of the main vein, where it forms 
a grey “slug” on the wall; later this may gradually 
extend in either direction along the main vein as a long 
grey thrombus, sometimes with branches down other 
tributary veins. This secondary thrombus is formed in 
blood which is still flowing (though probably somewhat 
sluggishly), and it usually lies free in the lumen. 

The conditions which have been found in the cerebral 
veins correspond with this interpretation. The distension 
by red thrombus of one or two of the veins in the 
arachnoid over the hemisphere is the most striking 
appearance on opening the skull in these cases. The 
manner of its development may be considered according 
to the three stages mentioned. 


(a) In Case II the site of the primary mural thrombus was 
identified by the grey slug at the junction of the thrombosed 
arachnoid vein with the superior longitudinal sinus. But it is 
not clear whether this is the usual site ; it seems probable that 
in other cases the primary thrombosis occurs at a junction of 
two arachnoid veins some distance from the sinus. (Since our 
necropsy technique was modified to study this point we have 
not had a case of this kind.) The sparing of the leg in Cases 
III and V must be taken as evidence that the tributary vein 
from the medial surface of the hemisphere was not obstructed, 
which suggests that the Rolandic vein was not thrombosed up 
to its point of entry into the sinus. In some cases in the 
literature (especially that of Davis, 1933) it is expressly stated 
that the thrombosis of the arachnoid vein did not extend up 
to the junction with the. superior longitudinal sinus. and in 
these it may be accepted that the primary thrombosis was 
at the junction of one arachnoid vein with another. On the 
other hand, it seems that the point of entry of a vein into 
the sinus is a likely site for the initial thrombosis owing to the 
partly opposed directions of flow of the joining blood streams, 
with the consequent formation of an eddy. In a_ fatal 
puerperal case described by Symonds (1937) multiple mural 
thrombi were seen post mortem on the side of the sinus, and 
Gowers (1892-3) states that a layer of clot is sometimes found 
on the wall of the sinus. 


(b) The red thrombus in the arachnoid vein presumably 
forms suddenly when the vein is blocked. After a few weeks 
it becomes decolorized and shrinks as in Case III]; after a 
few years it is no longer recognizable, as in Case IV. 

(c) When the primary thrombus is on the wall of the 
superior longitudinal sinus, or if it eventually reaches up to 
it, the secondary grey thrombus may extend, as in Case II, in 
the blood flowing along the sinus. It is easy to believe that in 
some gases this may become so large as to produce mechanical 
obstruction of the sinus, or that it may become adherent in 
places to the wall of the sinus. Such occurrences may produce 
further effects—interference with the absorption of cerebro- 
spinal fluid into the superior longitudinal sinus (as indicated 
by the clinical signs in Case IIl) or the obstruction of the 
mouth of other meningeal veins and consequent red throm- 
bosis of these veins. The latter process may have been 
responsible in our Case IV for the late thrombosis which 
caused necrosis of the parietal cortex. A possibility which 
must not be neglected is that certain of the results apparently 
due to the secondary thrombus may actually be caused by 
more than one primary thrombus. This is suggested by the 
multiple mural thrombi in the sinus recorded by Symonds 
(1937). On the other hand, in our Cases III and IV the time 
of development of the later symptoms is in accordance with 
the explanation that these were secondary. 


The Cerebral Lesion 

Thrombosis of a vein in the retina provides a dramatic 
illustration of the effects of venous occlusion in a delicate 
tissue: numerous small haemorrhages are seen where 
venules draining into the obstructed vein have ruptured. 
Something similar evidently occurs in the meninges and 
in the brain. Frequently one of the first effects is the 
development of small subarachnoid haemorrhages about 
the size of a postage stamp or smaller (Case 1). This has 
also been described by Davis (1933), Lhermitte, Lereboullet, 
and Kaplan (1936), and Irish (1938). The amount of 
blood may be sufficient, as in Case III, to cause easily 
recognizable blood in the cerebrospinal fluid obtained at 
lumbar puncture. Haemorrhages of various sizes may 
also occur within the brain substance as in Symonds’s 
(1937) case, in two cases in children described by Lhermitte 
and his co-workers (Armand-Delille and others, 1936; 
Lhermitte and others, 1936), and in Davis's case. 

Necrosis of cerebral tissue without haemorrhage seems, 
however, to be a more common effect. Our fatal cases 
show that there is a rapid softening of the area of the 
hemisphere drained by the affected vein. It is an ordinary 
reddish necrosis affecting cortex and underlying white 
matter, and in extent varies from 2 to 5 cm. in diameter. 
In the fatal cases there is no doubt about the complete 
nature of the necrosis, either to the naked eye or micro- 
scopically, but in non-fatal cases it may be less intense, 
and in Case III the altered cortex was still capable of 
response to electrical stimulation. After some days it is 
surrounded by a broad yellow zone of compound granular 
corpuscles loaded -with lipoids. In the healed stage it 
becomes a shrunken depressed area 1 to 2 cm. in diameter, 
with the pia arachnoid somewhat thickened and_ the 
arachnoid lightly adherent over it; the general build of 
the atrophied convolutions can be made out, but the 
microscopical structure consists of little else but glial 
fibres. - 

In the operated cases reported in the literature (Dow- 
man, 1926: Davis, 1933) the condition found was non- 
haemorrhagic, as if Case III. 


Clinical Features 


In puerperal cases the onset of the acute illness is most 
commonly between four and twenty days post partum ; 
usually the delivery has been normal and the puerperium 
quite uneventful up to that time. The first symptom in 
most cases is the occurrence of one or more fits. If, 
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however, a detailed history can be obtained it is often 
found that the first fit was preceded by some symptoms 
such as headache or intermittent cramp or weakness of 
a limb. The fits probably coincide with the sudden 
obstruction of the meningeal vein and the formation of 
red thrombus in it. They are to be ascribed to cellular 
disturbances in the area of cortex in which the venous 
drainage has been abruptly arrested. The exact site of 
the cortical lesion is not of great moment: fits seem to 
occur almost as frequently when non-motor cortex is 
involved as when motor cortex is concerned. In many 
cases the fits continue ovér several hours or days; they 
are most evident in, and sometimes limited to, the part 
or side first affected. Recurrence of fits after an interval 
may indicate that the thrombosis is spreading. The inci- 
dence of coma in relation to the fits is very variable. 
Some patients appear to be conscious immediately after 
the fit. Prolonged coma is of bad prognostic significance. 

After the fits the condition depends on the site of the 
thrombosis. If the lesion is in the frontal or occipital 
area no paralysis may be observed. But if the motor 
cortex is involved, as is commonly the case, there is usually 
complete paralysis of one limb and weakness of the rest 
of that side of the body. In our experience the arm is 
generally the part most severely affected. 

The cerebrospinal fluid is as a rule normal unless 
the subarachnoid haemorrhages have been extensive, 
when a little blood may be present. There may be slight 
pyrexia, some albuminuria, and mild hypertension, but 
these conditions usually clear up in the course of a few 
days. A transient rise of blood uric acid due to the 
convulsions is also to be expected (Crawford). 

When the convulsive stage is over the patient is in no 
direct danger from the cerebral lesion, though she is still 
exposed to the risks of spreading thrombosis in the veins 
or in the superior longitudinal sinus, or of thrombosis of 
vessels in other parts of the body. In many cases the 
paralysis has almost completely gone in the course of a 
few weeks. Evidently, with the re-establishment of venous 
drainage the parts of the cortex forming the margin of 
the lesion are capable of recovery, and the residual lesion, 
although anatomically considerable, as is shown by our 
Case IV, is not sufficient to cause paralysis. Two factors 
possibly help to explain why recovery is much better in 
these cases than in arterial thrombosis or haemorrhage. 
The first is that the lesion is on the surface of the brain, 
where a larger lesion is required to produce the same 
degree of paralysis than if the lesion is, say, in the internal 


capsule. Secondly, in cases in which haemorrhage occurs ° 


the blood is effused under a lower pressure than in cases 
of arterial bleeding and so causes less disruption of fibres, 
and greater recovery is consequently possible when the 
blood is absorbed. 

Recovery is not so complete in all instances, and in 
more than one presumptive case we have seen residual 
symptoms. There can be little doubt that in all cases 
gross anatomical lesions of the cortex are left, and the 
degree of clinical recovery that is usual provides an illus- 
tration that a considerable cortical defect can exist with 
few or no symptoms. 

Diagnosis 

. The signs and symptoms of cerebral venous thrombosis 
are not pathognomonic, but the syndrome, taken in con- 
junction with the conditions in which it arises, is fairly 
Clear. The differential diagnosis of the cases which occur 
in the puerperium ranges over all the conditions which 
may cause fits or paralysis at that time, whether peculiar 
to obstetric cases or not, and it is manifestly impossible 
to discuss it fully here. Many of these cases have in the 


” 


past been regarded as “late eclampsia”; the existence 


of this disease is doubtful, and most of the signs and 
symptoms on which it is diagnosed are seen in cerebral 
venous thrombosis, as noted above. Other cases have 
been ascribed to cerebral embolism from thrombi in the 
pelvic or femoral veins: this presupposes a patent foramen 
ovale—an assumption -that is rarely justified by the 
anatomical findings. A further cerebral condition in- 
volving hemiplegia associated with blindness of one eye 
which may occur several days after delivery and thus 
give rise to difficulties of diagnosis has been fully dis- 
cussed by Wright Thomson (1940). 


Treatment 

Much of the treatment is on obvious lines. Luminal, 
2 or 3 grains by mouth or intravenously, will usually 
control the convulsions, and afterwards smaller doses 
should be administered for a week or two, and massage 
or passive movements should be given to paralysed limbs. 
Unless other complications supervene the patient will in 
most cases have made a good recovery in a few wecks. 
Since there is often evidence of extension of the throm- 
bosis after the first symptoms the administration of 
heparin should be considered as soon as the condition 
is recognized. We have, however, had no opportunity 
of trying it. In the puerperal cases the danger of uterine 
haemorrhage would seem to be the principal risk entailed 
in its use, and the possible danger, in all cases, of the 
liberation of emboli will have to be taken into account. 


Summary 

The clinical features and the pathology of primary cerebral 
venous thrombosis are illustrated by a group of six cases. 

In two of these cases the diagnosis was established post 
mortem and in one case at an exploratory operation. A 
fourth case came to necropsy three years after the onset, 
and in the other two cases the diagnosis is presumed because 
of similarity of symptoms and circumstances with those in 
the verified cases, 

In five of these cases the symptoms occurred after child- 
birth. Such cases have usually been regarded as instances of 
“late eclampsia” or cerebral embolism. 

Primary cerebral venous thrombosis occurs in the puer- 
perium and in conditions of general and local infection— 
especially in those associated with vomiting or diarrhoea. 

As a result of the venous blockage, softening, with in some 
cases haemorrhage, occurs in the brain and a_ permanent 
residual scar is left on the cerebral cortex. 

The outstanding clinical features are fits and paralysis. The 
fits may be local or general, and in occasional cases may be 
absent. Premonitory symptoms occur in many cases. A 
small amount of blood may be found in the cerebrospinal 
fluid. The relation of these symptoms to the pathological 
features is briefly discussed. 

It is suggested that when the condition is recognized heparin 
might be tried with a view to preventing spread of the throm- 
bosis. 


We are indebted to Mr.*O. R. M. Kelly of Whipps Cross 
Hospital and to Dr. W. A. Steel of Hillingdon County Hospital 
for permission to make use of Cases V and VI respectively. 
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The following analysis is presented to call attention to the 
types of problem met with in the grading of abnormal 
conditions of the cardiovascular system. The series 
includes 130 cases referred from recruitment medical 
boards. Most of them were sent on account of murmurs, 
a few on account of tachycardia or abnormal rhythms, and 
a few because of a rheumatic history associated with 
minor abnormalities of the heart sounds or rhythm. The 
instructions for grading these cases are laid down, and are 
in the possession of the chairmen of the medical boards. 
Reference to some of these instructions was made in the 
Journal ot August 10, 1940 (p. 201), under the title of 
“ Effort Syndrome,” giving the results of Lord Horder’s 
Committee’s recommendations to the Minister of Labour 
on the examination of the cardiovascular system. These 
instructions are a valuable guide to the medical boards, 
and the following series of cases has been considered with 
special reference to the instructions to see how far the 
individual case is cared for by the details given. 

It is presumed that most of the cases included here pre- 
senied some doubtful point in diagnosis or assessment of 
the grading. The frank cases of valvular disease, hyper- 
tension, and grosser cardiac irregularities would no doubt 
have been diagnosed and classified without any difficulty. 
It is therefore of some interest to observe which of the 
series required special methods of examination such as 
radiograph or electrocardiogram before a_ satisfactory 
opinion could be given. The cases are perhaps best dealt 
with under the headings of the diagnosis made, which 
included: (1) murmurs without organic significance ; (2) 
murmurs indicative of organic disease ; (3) hypertension : 
(4) effort syndrome ; (5) abnormal rhythms ; and (6) cardio- 
vascular degeneration. 


Murmurs without Organic Significance 
Lord Horder’s Committee makes the following recom- 
mendations on systolic murmurs: 


“ 


‘A systolic murmur heard at the apex cannot be accepted 
in itself as evidence of structural disease of the heart, but 
when it is present a high grade of exercise tolerance should 
be required and care should be taken to exclude enlarge- 
ment and mitral or aortic disease. A history of acute rheu- 
matism or ol dyspnoea on exertion, or the characters of the 
murmur, may help in the diagnosis. If the systolic bruit is 
slight and is the only abnormal sign the man may be 
accepted as Grade I provided he has good exercise 
tolerance.” : 

In the present series a systolic murmur without other 
grossly abnormal signs was found in 36 cases, and these 
were recommended for full military service. It is of 
interest to note that in 28 cases the murmur was apical, in 
3 basal only, and in 5 apical and basal. Of the apical 
murmurs 9 were audible in recumbency only. The re- 
mainder were heard to a less degree in the erect posture, 
but in only | case was the murmur audible more clearly in 
the erect position. Some of the murmurs were soft and 
some roughish in character, but none was really harsh. 
At the apex the murmur was noted to be soft in 26 cases 
out of 32. -Slight conduction of the apical murmur 
towards the axilla occurred in 5, but, as it 's generally 
conceded that conduction is merely an expression of the 
intensity of the murmur, this was not held to be evidence 
of organic changes in the mitral valve. 


THE RECRUITS HEART 


THE BritisH 
MEDICAL JOURNAL 








showed the heart in all cases to be within the physiological 
limits of shape and size. 

It is of course true that little is known of the origin of 
systolic murmurs, which are usually regarded as harmless, 
but general experience since the last war has shown that 
murmurs such as occurred in the present group may 


. persist indefinitely without any further signs of valvular 


heart disease appearing and without any functional in- 
capacity of the organ. 

In connexion with these systolic murmurs it should be 
added that other slight deviations from the normal were 
occasionally present and were not considered sufficient to 
relegate the patient to a lower grade. They included slight 
forcibility or diffuseness of the cardiac apex beat, which 
usually settled down towards the end of the examination 
and was clearly emotional in origin ; occasional reduplica- 
tion of either the mitral first or the pulmonary second 
sound : extrasystoles; and occasional slight radiological 
convexity of the pulmonary are (which was regarded as 
within physiological bounds) and minor deviations in the 
electrical axis. The systolic murmurs considered to indi- 
cate organic disease are dealt with later. 


Murmurs Indicative of Organic Disease 

1. Mitral Disease —Twenty-three cases in all fell into 
this group. In 9 of these it was possible to diagnose 
mitral stenosis on clinical grounds by the discovery of the 
usual diastolic or presystolic murmur. It is only necessary 
to add that the familiar methods of eliciting these murmurs 
in doubtful cases once again proved their usefulness— 
namely, that the murmur was often audible only in re- 
cumbency, especially with the patient lying partially on 
the left side, and in all cases the murmur was much more 
evident after exercise. Many of these cases presented no 
cardiac symptoms, and the patient was capable of good 
physical effort, in two instances of work as dock labourers. 
The remaining cases in which the murmur was systolic 
present the greatest difficulty, and it is sometimes im- 
possible to give a dogmatic opinion as to the suitability 
of the recruit for military service. None the less, in some 
the murmur, though systolic in tone, was combined with 
adverse features sufficient to suggest that the individual 
would not be fit for full military service. The following 
case illustrates this point: 

* Rheumatism in 1927. Cardiac impulse. forcible but not 
diffuse. Apical systolic murmur persistent and conducted 
slightly. Slight impurity of the aortic second sound but no 
definite aortic diastolic murmur. Radiograph: Moderate 
generalized enlargement with rounding of the left veniricle, 
some dilatation of the aorta, and definite right auricular 
enlargement.” 


Another case, on the other hand, left some doubt as to 
whether the mitral valve was actually affected, but the 
combination of a conducted systolic murmur with forci- 
bility of the cardiac apex beat and a fairly recent history 
of serious internal haemorrhage made it desirable to put 
the patient in a low grade more on general principles than 
from conviction of the organic nature of the valvular 
murmur. 

In all, 15 patients in whom the presenting abnormality 
was a systolic murmur were recommended for Jower 
grading. In a few of these it was thought that Grade II 
might be suitable, as, for example, in a man with a history 
of repeated rheumatism and a systolic murmur who had a 
good exercise-tolerance test and a normal radiograph and 
electrocardiogram. Similarly, in 2 cases with systolic 
murmur the radiograph showed slight prominence of the 
pulmonary arc. Such cases left a little doubt as to 
whether they were really suitable for Grade I, although it 


X-ray screening « was thought probable that there was no organic heart 
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disease. Similar doubt existed with regard to another 
2 cases in which the systolic murmur was accompanied by 
rather more arteriosclerosis than one would have expected 
in a young man. Still lower grading was recommended 
when the systolic murmur was associated with well-defined 
cardiac enlargement, especially right auricular enlarge- 
ment or pronounced prominence of the pulmonary arc as 
detected radiologically. In some cases the systolic murmur 
was accompanied by a history of rheumatism and other 
suspicious signs—e.g., systolic shock, a doubtful diastolic 
murmur, or pronounced right ventricular preponderance. 
Several cases were recommended for low grading on 
account of systolic murmurs and an associated condition 
such as bronchitis, emphysema, or doubtful hyperthyroid- 
ism. In only 1 case was the electrocardiogram the de- 
ciding factor. In this the systolic murmur without other 
physical signs was associated with prolongation of the P-R 
interval. 

2. Aortic Disease.—Five cases of aortic regurgitation 
were found in the series. In 2 others aortic and mitral 
disease were combined. In all these cases compensation 
was perfect, and in several the men were doing very 
laborious work. In 1 case aortic stenosis was associated 
with the regurgitation. Radiological and electrocardio- 
graphic changes were found to support the clinical diag- 
nosis, though they were scarcely necessary. 

3. Congenital Heart Disease.—Six cases were detected — 
2 with patent ductus arteriosus and 4 with septal defects. 
They were easily determined on the typical murmurs, 
though characteristic radiological changes were often 
present. Two of the patients were capable of good physi- 
cal eifort, but the others were either of poor physique and 
correspondingly incapable of such exertion or had been 
warned since childhood not to take strenuous exercise. 





From the point of view of grouping, cases of proved 
organic valvular disease or congenital heart disease must be 
regarded as unsuitable for military service if the instruc- 
tions to the medical boards are carried out precisely. It 
is of course perfectly true that many of them are capable 
of heavy physical work, and there is little doubt that a 
dock labourer with aortic regurgitation would probably be 
far more capable of standing up to the rigours of military 
service than a weedy clerk with a mild grade of effort 
syndrome. There is therefore some reason for the views 
put forward by Bourne (1940) in advising that certain of 
these subjects would be fit for military service. In dealing 
with the problem, however, from the broader point of view 
of the nation we must take into consideration the fact 
that there are great chances of an individual with acquired 
valvular or congenital heart disease deteriorating within the 
period of his military service. In such an event it would 
be difficult to prove that the military service, even when 
of a selected character (if, indeed, such service exists in 
the Army), might not have been an accelerating factor and 
so have rendered him a charge on the nation. Further, 
it is common knowledge that men with valvular lesions, 
congenital or acquired, showing perfect compensation for 
many years, may suddenly and unexpectedly break down 
with the symptoms of congestive heart failure; they are, 
moreover, always potential subjects for infective endo- 
carditis. 

Hypertension 

Seven cases were found in which the principal feature 
was arterial hypertension. In 6 of these the men had a 
good cardiac reserve and were capable of playing games. 
Even in a case in which there was a pressure of 250/110 
and accompanying cardiac enlargement and arteriosclerosis 
the patient played football. | When the rise of blood 
pressure was pronounced or was accompanied by radio- 
logical changes or considerable arteriosclerosis the patiens 
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was recommended for low grading, but when the rise of 
blood pressure was moderate—e.g., up to 170 systolic— 
and there was no rise in diastolic pressure or other evidence 
of cardiovascular degeneration, further readings were 
recommended before final grading. 


Effort Syndrome 

After systolic murmurs this group of cases presents the 
greatest difficulties. No doubt the obvious cases with 
constitutional evidence of poor physique, nervousness, 
tremors, blue hands, and so forth were dealt with by the 
medical boards, so that the cases referred to here were 
of the borderline type. In none of the 17 cases classified 
as effort syndrome were there any pronounced symptoms, 
and the patients were referred chiefly on account of 
murmurs or tachycardia, or both. 

One of the difficulties is to decide whether cases of 
tachycardia with little or no impairment of the exercise- 
tolerance test should be classified as effort syndrome. The 
line taken was to assume that such minor variations from 
the normal were due to apprehension at the medical 
examination, and, providing the patient gave a history of 
good capacity for physical exertion and presented no 
other abnormal features, he was recommended either for 
Grade I, or for Grade II during a pericd of initial train- 
ing with the expectation that he might: be raised later to 
Grade I. 

All the 9 cases recommended for lower grading were 
engaged in clerical or similar light work, all showed a 
poor exercise-tolerance test, and most had systolic 
murmurs at the apex. Even these cases were not recom- 
mended for permanent low grading, but for training with 
the object of determining their ultimate capacity for physi- 
cal work and the strain of military life. 


Abnormal Rhythms 

Two cases were found which gave a clinical history 
diagnostic of paroxysmal tachycardia—namely, an abrupt 
onset and offset of tachycardia lasting some minutes to an 
hour or,two. They presented no other signs of organic 
cardiovascular disease, and the cardiac compensation was 
good. Nevertheless it was felt that such cases would be 
so uncertain in military life as to make these subjects un- 
suitable as soldiers. 

In another 8 cases recommended for full service clinical 
and electrocardiographic measures showed the arrhythmia 
to be of a harmless variety—chiefly extrasystoles—though 
in | case the pronounced sinus arrhythmia with brady- 
cardia raised a suspicion of heart-block, which was dis- 
proved by the electrocardiogram. One case showed a 
typical pulsus bigeminus confirmed by electrocardiogram 
as a ventricular extrasystole after each normal beat. In 
every other way the cardiovascular system was intact, and 
it was felt that this rhythm was physiological for the indi- 
vidual and should be no bar to full military service. 


Cardiovascular Degeneration 

A few cases were found in which, for the man’s age, 
there was undue arteriosclerosis, sometimes with slight 
radiological changes or left axis deviation. For the most 
part these men were reeommended for slightly lower 
grading, but it was felt that any further changes in the 
cardiovascular system would be so gradual as scarcely to 
be modified by a reasonable pericd of military service. 

Finally, it should be mentioned that there were a few 
cases with disabilities, non-cardiac in origin, but perhaps 
accompanied by some minor changes in the cardiovascular 


* system—for example, | case of doubtful hyperthyroidism, 


1 of diaphragmatic eventration, and several of bronchitis 
with emphysema 
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Summary 

A brief analysis is presented of 130 recruits referred by 
Ministry of Labour medical boards for special examination 
of the cardiovascular system. The difficulties of the systolic 
murmur and borderline effort syndrome cases are considered. 
and attention is drawn to occasional radiological and electro- 
cardiographical changes leading to lower grading in patients 
in whom the clinical signs were equivocal. I have indicated 
some of my views on grading. but am well aware that in 
many of the problems presented there is no room for dog- 
matism. Further, the actual grading is finally a matter not 
for the consultant but for the medical board. 


I am very much indebted to my secretary, Miss K. Wolfen- 
den, for her help in the preparation of this paper. 
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ALLERGIC ECZEMA AND CATARACT 


BY 
J. G. MILNER, F.R.C.S. 


The eyes are not uncommonly involved in diseases of the 
skin. The lids, conjunctiva, and cornea may all become 
affected. Sometimes the ocular disturbance is slight—for 
example, a mild blepharo-conjunctivitis associated with a 
dry scurfy scalp—but a much more severe reaction may 
occur, as in the keratitis accompanying facial rosacea. In 
this disease there is never rosacea keratitis without facial 
rosacea, and although local applications in both instances 
are beneficial the important treatment is that of the under- 
lying metabolic cause. If this can be suitably treated both 
skin and eyes improve very considerably, suggesting a 
common origin for the two diseases. 

That the conjunctiva and superficial layers of the cornea 
should participate in diseases of the skin is not a matter 
for surprise. These structures are ectodermal in origin 
and would be expected to react to like stimuli. The lens 
is developed from surface ectoderm also, and, although its 
extreme modification of structure for the functions allotted 
to it render it a unique organ of the body, it is not illogical 
to expect it to respond to such stimuli as well. It could 
only do this, of course, by becoming opaque. 

In fact, however, the lens is very rarely affected in skin 
disease. The majority of reported cases have been in 
patients suffering from neurodermatitis or sclerodermia. 
In view of this rarity, | am prompted to report a case 
of anterior cataract associated—directly, I believe—with 
allergic eczema. 


Case Report 


The patient, a man aged 26, has been subject to attacks of 
allergic eczema for many years. Only in the last five years 
have the eyelids and eyebrows been affected. Other allergic 
manifestations have been asthma and colitis. All sorts of 
treatments have been tried (including x-ray applications to the 
face and elsewhere), and it is interesting to note that auto- 
haemotherapy is the only one which has given any relief. 
Several courses of calcium have been administered. as he is 
deficient in it. His father has similar allergic manifestations, 
but no eczema. 

1 first saw the patient in February, 1940, when he com- 
plained that for three months the right vision had been misty. 
On examination I found that there were fluffy opacities in 
the right lens, central in position. just beneath the anterior 
capsule. These opacities were accompanied by several Vacu- 
oles. Vision.was 6/18 wiih slight correction. The left lens, 
except for two small vacuoles, was clear. Vision in this eye 
was 6/6 with a slight correction. It must here be recorded 
that one week later the right lens was unchanged. but the left 
had progressed to a state exactly resembling the right, and 


vision in this eye was 6/18 also. I cannot account for this 
sudden and rapid increase in the left lens opacities: at the 
end of June there had been no further increase. Operation 
was not immediately advised, since, binocularly, he was able to 
carry on his work without much difficulty. After a few 
weeks, however, he found his vision varying and he was 
experiencing increasing discomfort while reading. Therefore, 
on February 28, 1940, the right lens was needled. A curette 
evacuation was performed the following day and he made 
an uneventful recovery. Vision is now 6/5 with correction. 

It must be pointed out here that the dose of x rays which 
he had was not enough to cause an irradiation cataract. 
Further, the latent period was too short and, more important 
sull, the actual appearance and position of the cataract were 
not such as are associated with irradiation, the features of 
which I have described elsewhere (Milner, 1934). 


Literature 


Rothmund in 1868 noted the presence of cataract asso- 
ciated with skin disease. Andogsky (1932) invented the 
term “cataracta dermatogenes” in the case of a young 
man with bilateral cataract and simultaneous skin erup- 
tion. Kurz (1924) reported a case of cataract associated 
with eczema in a girl aged 21. This patient had been 
given x-ray treatment, and Kurz suggested that the para- 
thyroids may have been injured, the resulting dysfunction 
being responsible for the cataract. (It is not clear whether 
in this case there were in fact signs of parathyroid dysfunc- 
tion.) Davis (1921) published the case of a girl of 15 
who had a stellate cataract situated in the anterior layers 
of the lens and who suffered from eczema. He thought 
that the common origin of skin and lens correlated the two 
phenomena. 

Daniel (1935), who quotes the above examples, demon- 
strated three cases. Two were in girls of 17 and the other 
in a man of 35. All three patients had allergic eczema 
and anterior cataract. Daniel suggested that the cataract 
changes were allergic in origin. Alan Woods, referring 
to Daniel's cases, suggested that in allergy the lens capsule 
(an ectodermal structure) participates in the general 
cutaneous allergic reaction and that its permeability might 
be altered. But, he says, there are objections to this unless 
it could be proved that the aqueous contains specific 
allergen. Woods gave it as his opinion that there was not 
enough evidence to warrant the term “allergic cataract.” 

Gronblad (1940), referring to Rothmund’s cases, says 
that they were probably examples of poikilodermia Jakobi, 
a rare skin disease which may be associated with cataract. 
Gronblid also says: “Cataract has been noted in other 
skin diseases, but only in sclerodermia and prurigo Besnier 
(neurodermatitis) is not uncommon.” Prurigo Besnier is 
thought to be allergic. Thomson (quoted by Gronblad) 
reported a few cases of poikilodermia Jakobi, one of 
which had ocular changes—myopia and optic atrophy— 
but no cataract. In a personal communication Thomson 
tells me he has never seen a case of cataract associated 
with eczema, although one was reported to him. Kugel- 
berg (quoted by Gronblad) said that the term “ cataracta 
dermatogenes ” is incorrect. The cataract is not a sequel 
to the cutaneous changes, but is on a par with them—i.e., 
“ cataracta syndermatotica.” 

The likelihood of an underlying endocrine dysfunction 
in most of the types of skin disease that we have 
under review in this paper is stressed in the literature. 
Parathyroid disturbances are often found. The associa- 
tion of tetany (parathyroid insufficiency) and cataract is 
well known, and the cataract accompanying skin disease 
is said by some to be due to parathyroid dysfunction. This 
is, however, by no means certain. 

Von Szily (1940) says: “Lenticular opacities are ob- 
served in those skin diseases which are presumably 
_associated with endocrine disorders—i.e., neurodermatitis, 
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poikilodermia, and Darier’s disease. These cataracta syn- 
dermatotica may show very variable pictures ; sometimes 
they appear as anterior subcapsular marginal opacities, 
sometimes as a typical shield-like cataract, or as a uniform 
yellow star-like opacity in the posterior cortex.” 

The exact classification of eczema is not definitely 
settled. Some include in the term “allergic eczema” all 
the diseases already mentioned—neurodermatitis, poikilo- 
dermia, sclerodermia, Darier’s disease, etc.; but others 
differentiate between a local lesion—e.g., prurigo Besnier, 
which commonly affects the flexures—and allergic eczema, 
typified as a generalized rash. If this difference be ad- 
mitted it will be found that very few cases of. cataract 
have been described associated with generalized eczema. 


Summary 


The lens is developed from surface ectoderm, and yet very 
rarely is involved in skin diseases. 

Cases have been reported of cataract associated with skin 
disease, usually neurodermatitis. 

Generalized allergic eczema is not the same as _ neuro- 
dermatitis, and a case is reported of cataract—beginning at 
the age of 26—in a man subject to allergic eczema. 

Most cataracts reported have similar features and are 
situated beneath the anterior capsule. 

It has been suggested that cataract formation in these cases 
is due to endocrine dysfunction (probably parathyroid). There 
does not seem to be enough evidence to support this. It ts 
suggested that the cataract formation is influenced by the fact 
that both lens and skin have a common origin from surface 
ectoderm. The skin is sensitized to produce an eczematous 
rash and the lens capsule is affected in some way. This 
defect in the lens capsule disturbs its metabolism and allows 
opacities to form in the lens subjacent to the capsule. 


REFERENCES 
Andogsky (1932). Quoted by Ollendorff and Levy, Arch. f. Derm. Syph., 
164, 683. 
Daniel, R. K. (1935). Trans. Sect. Ophthal., Amer, Med. Ass., p. 50. 
Davis, W. T. (1921). Sth. med. J., 14, 237. 
Gronblid, E. (1940). Modern Trends in Ophthalmology, p. 90, London. 
Kurz, J. (1924). J. Amer. med. Ass., 83, 654. I 
Milner, J. G. (1934). Brit. J. Ophthal., 18. 497. 
Von Szily, A. (1940). Modern Trends in Ophthalmology, p. 436, London. 








X-RAY TREATMENT OF INOPERABLE 
CARCINOMA OF THE RECTUM 
WITHOUT COLOSTOMY 


BY 


Ff. ROBERTS, M.D., D.M.R.E. 


Examiner in Radiology, University of Cambridge 
(From Addenbrooke’s Hospital, Cambridge) 


The chief characteristics of rectal carcinoma are the early 
fixation to adjacent organs, the slow rate of growth, and 
the absence of distant metastases until a late stage in its 
course has been reached. Hence a very high proportion 
of its victims are found to be inoperable when first 
examined, but these have the prospect of relatively long 
survival, during which their sufferings are due to the local 
effects of the growth, frequent action of the bowels with a 
sensation of incomplete evacuation, and the passage of 
mucus, blood, and gas—symptoms which are more a 
matter of discomfort and inconvenience than of pain and 
do not greatly impair the general health. To meet this 
Situation it has become the established practice to relieve 
the rectum of the necessity of performing its function, by 
carrying out left inguinal colostomy even though there is 
no obstruction. I quote from two standard textbooks of 
Surgery published recently: 

“Left inguinal colostomy, performed before obstructive 
Symptoms develop, makes the patient’s life more tolerable 
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and in many instances causes temporary recession in the 
activity of the growth. If colostomy is withheld there is a 
prospect of perhaps eight or nine months of life, but often a 
lite of misery.” 

“Much relief may be afforded and life prolonged by 
colostomy, which should not be delayed until there are 
symptoms of obstruction.” 

These statements. representative of orthodox surgical 
teaching, require examination. Does colostomy prolong 
life? Does it necessarily diminish the patient’s misery? 
Does it retard, even temporarily, the growth of the tumour, 
and must it be carried out before obstruction occurs? 

Does Colostomy prolong Life and lessen Suffering ? 

The effect on the duration of life has been investigated 
by Lindahl (1936), who found that among patients who 
had no other form of treatment the average survival of 
those with colostomy was 24.5 months and of those with- 
out colostomy 19.7 months, these periods dating from the 
onset of symptoms. Taking into account the operative 
mortality of 16.8% in non-obstructive cases the value of 
colostomy in prolonging life appears from these figures 
to be very doubtful. Moreover, the difference in survival 
of 4.8 months is largely discounted by the reasonable sup- 
position that cases with colostomy were on the average 
more advanced than those without and that in. some of 
them colostomy may have been necessary on account of 
obstruction. Gabriel and Lloyd-Davies (1935), whose 
figures show an operative mortality of 13.4%, record the 
survival rates of 238 cases as follows: 50% under one year, 
30%, under two years, 10% under three years, and 6% 
over three years, only one patient surviving for more than 
five years. The average survival is thus about eighteen 
months. 

Does colostomy lessen suffering? Gabriel and Lloyd- 
Davies state that it diminishes diarrhoea, tenesmus, pain, 
haemorrhage, and discharge, while improving the general 
condition. It is true that haemorrhage and mucous dis- 
charge may be reduced, but it is equally true that they 
continue and cause considerable discomfort, while occa- 
sionally severe haemorrhage occurs. There is a tendency 
to represent colostomy life as one of comparative happi- 
ness and comfort. No doubt some patients do get on 
remarkably well under these conditions; but they are 
comparatively few, and are to be found among the more 
intelligent members of society and those who can afford 
the regilar attendance of a nurse. However, for the less 
intelligent and poorer people, especially those living in 
cramped surroundings, colostomy is anything but a bless- 
ing either for the patients themselves or for those who 
have to live with them. Moreover, the performance of 
manual work is at least a matter of great difficulty. The 
contention sometimes advanced that patients actually get 
to like colostomy is answered by the eagerness of those 
with a temporary colostomy to have it closed as soon as 
possible. 


Effect of Colostomy on Growth of Tumour 


It is said that colostomy retards the growth of the 
tumour by affording rest to the rectum and by removing 
the irritation caused by the passage of faeces over the 
ulcerated surface. The continued functioning of the 
rectum, it is alleged, increases its blood supply, which 
favours the growth of the tumour. While it must be 
accepted that the rate of growth of a tumour is limited 
by its blood supply, it appears to be well founded that a 
tumour, through its capacity to form blood vessels and 
to extract a blood supply from the host, can acquire all 
the nourishment for its insatiable needs at its growing 
points. But that the nutrition available for the tumour 
is appreciably increased by the periodic passage of faeces 








358 Maren 8 1941 Y-RAY THERAPY OF RECTAL CANCER WITHOUT COLOSTOMY 


THE BritisH 
MEDICAL JOURNAL 





over its surface seems to me to be extremely doubiful. 
Nor is there any evidence for the view that continued 
functioning of the rectum increases the liability to the 
escape of metastases to distant parts. By reducing sepsis 
colostomy is said to delay the formation of adhesions and 
involvement of the lymphatics. But since the rectum can- 
not be other than septic, whether functioning or not, it is 
at least doubtful whether the presence of faeces makes any 
material difference. 

The advantage of resting an. organ affected with malig- 
nancy is a matter that is often discussed: it is part of the 
larger question whether a patient with an inoperable 
growth is better off by living a restricted life of some 
length or a more active if somewhat shortened existence. 
In view of the very short prolongation of life afforded by 
colostomy and the risk of the operation as shown by 
Lindahl’s figures, the loss of a doubtful few months’ 
existence 1s probably more than compensated by the 
absence of colostomy. At any rate, this view would 
probably be taken by the more active members of the 
community. 

When to Perform Colostomy 

Finally, must colostomy be carried out when the patient 
is first seen? Only if it can be established that there is a 
reasonable fear of obstruction occurring later and that the 
operation would then be more difficult. This thesis would 
be very hard to maintain, for the great majority of patients 
who have no colostomy die of causes other than obstruc- 
tion, such as secondary growths or septic absorption. 

It appears, then, that except in cases of actual obstruc- 
tion the value of colostomy is very doubtful and that our 
efforts should be directed to the restoration of rectal 
function to something approaching the normal. This can 
be achieved by irradiation by radium or x rays. While 
radium has many successes to its credit it suffers from 
the rapid diminution of intensity with distance—as much 
as 20% at 1 cm. depth Colostomy ts therefore usually 
though not always performed. Implantation from above 
as well as from below would seem to be essential in order 
to gain access to all parts of the growth without causing 
damage to neighbouring structures ; for we have to deal. 
as Cuthbert Dukes has pointed out, not with a_ local 
growth but with a potentially malignant rectum. Gordon- 
Watson {1935), while recording the survival of two cases— 
one for 74, the other for 44 years after radium without 
colostomy—has shown the limitations of radium, the 
dangers of its use when secondary sepsis is present and 
when there is extension beyond the rectum, its tendency 
to increase pain, and the risk of a fibrous stricture. 


X-ray Treatment without Colostomy 

In the last five years I have treated inoperable cases by 
a modification of the technique previously existing. This 
method I have described elsewhere (Roberts, 1936). It is 
sufficient to say here that its main feature is the supple- 
menting of the anterior and posterior fields, hitherto used, 
by two fields on the buttocks and three smaller fields— 
over, anterior to, and posterior to the anus. By this 
means the dose delivered to the tumour ts greatly in- 
creased. Subsequent treatment is given approximately 
every six months, the amount and interval being deter- 
mined not by the physical state of the rectum but by its 
functional behaviour. Thirty-five cases without and 11 
with colostomy have been treated in this way. I have 
thus been able to observe the results of x-ray treatment, 
the value of colostomy, and the effect of colostomy on the 
response to treatment. In attempting, however, to form 
an accurate estimate I have been considerably handicapped 
by the difficulty of maintaining an adequate follow-up 
system under present conditions and by the interruption 


caused through my absence for several months on military 
service. Of the 35 patients without colostomy 5 are 
untraced and several others were traced only to the time 
when they were no longer able to attend hospital, a diffi- 
culty unavoidable in a community which is largely rural, 
Ten of these patients were in an advanced stage of the 
disease when referred to me, and survived only a few 
months. I may say that in the hope that some relief 
might be given I have refused none, though experience has 
shown that advanced cases have derived little if any bene- 
fit. Of the remaining 20 patients who were followed up 
and who were in good general health, 6 are still living. 
Apart from the reasons given above, the average survival 
time cannot be estimated, since if the living are included 
this rises to infinity, while if they are excluded the picture 
presented is erroneously pessimistic. It is not, however, 
the length of survival but the well-being during survival 
that matters. All these cases have shown remarkable im- 
provement—in the diminution of the daily motions from 
seven or eight to one, two, or three a day over a consider- 
able period, in the suppression of blood and mucus, and, 
in most cases, in the patients’ capacity to live almost a 
normal life. Moreover, since the dosage has not been 
carried beyond the stage of producing a_ well-marked 
erythema there have been no local ill effects. None has 
suffered from anal stricture and none, so far as I have 
been able to discover, has subsequently required colostomy, 
The following cases are worthy of mention. 


Case Reports 


Case 1.—A compositor aged 54 had three months’ history 
of diarrhoea with slight blood and mucus, six to seven motions 
being passed daily. Examination revealed a large ulcerated 
mass in the posterior wall of the rectum. Since treatment 
blood and mucus have stopped and the bowels are open 
regularly twice a day. He is doing full work 4 vears 6 months 
since his treatment and 4 years 9 months since the onset of 
symptoms. 

Case 2.—A male old-age pensioner aged 67, working on the 
land, had one year’s history of diarrhoea with blood and 
mucus, passing several motions a day. On examination there 
was a large fixed craggy mass surrounding the rectum with 
a small channel through it. Since treatment he has had three 
regular motions a day with occasional mucus. He is doing 
full work 3 years 10 months since treatment and 4 years 
10 months since the onset of symptoms. 

Case 3.—A carpenter aged 52 had one month’s history ef 
diarrhoea with eight motions a day. There was a mass at 
the recto-sigmoid junction, adherent posteriorly. Since treat- 
ment he has passed well-formed motions two or three times 
daily. He is doing full work 3 years 8 months since treat- 
ment and 3 years 9 months since the onset of symptoms. 

Case 4.—A mechanic aged 54 had eighteen months’ history 
of diarrhoea with blood and mucus, passing seven or eight 
motions a day. A large fixed mass was present. Now he has 
one or two well-formed motions daily and no blood or mucus. 
He does full work 3 years 9 months since treatment and 
5 years 3 months since the onset of symptoms. 


X-ray Treatment with Colostomy 


In the 11 cases which had colostomy the operation 
had usually been performed as a matter of routine. One 
of these patients subsequently had profuse rectal haemor- 


rhage which was stopped by x-ray treatment, one » 


developed a prolapse of the colostomy, while nearly all 
suffered considerable discomfort from the continued dis- 
charge of mucus. Although the survival in some cases 
was long, I am convinced that their state was not improved 
by colostomy. Nor was their response to x-ray treatment 
improved, but rather the reverse. They may on the 
average have been slightly more advanced cases than those 
without colostomy, but I do not think that this difference 
is sufficient explanation of their failure to respond. The 
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depressing effect of colostomy has been an important 
contributory factor, but the chief reason, I think, is the 
absence of rectal function, which in those without 
colostomy serves as a valuable guide in the determination 
of the amount of treatment. Taking a broad view I am 
convinced that most of these patients would have been 
happier without colostomy and would probably have 
lived as long. 
Summary of Conclusions 

The value of colostomy in non-obstructive cases of 
inoperable carcinoma of the rectum is doubtful. 

Except in advanced cases, x-ray treatment provides a 
method of restoring rectal function to a degree compatible 
with an active life for a considerable period without 
resort to colostomy. It has the further advantages of 
causing the minimum of discomfort and avoiding any 
operative procedure. 
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THE VALUE OF VITAMIN B, IN 
DIPHTHERIA 


BY 


G. E. DONOVAN, M.Sc., M.B., D.P.H. 
Medical Officer of Health for the Llwchwr Urban and Gower 
Rural Districts” 

AND 


M. BANNISTER, M.B. 
The Royal Infirmary, Worcester; late Resident) Medical 
Officer, Hill House Isolation Hospital, Swansea 

In estimating the value of vitamin B, in diphtheria it can 
be argued that the general population does not receive 
an adequate amount of that vitamin and that the neglected 
case of diphtheria comes from a poor or careless home. 
It is possible that an acute illness may reveal a latent 
deficiency, and this may be accentuated by the nutriment 
given in diphtheria, especially glucose. The argument is 
strengthened by the obvious resemblance between the 
clinical condition produced by the toxin of diphtheria and 
that by vitamin B, deficiency, as both show anorexia, 
circulatory failure, and polyneuritis. 

We have summarized in Table I most of the published 
cases of diphtheria in which vitamin B, has been used. 


The Present Series of Cases 


As the published results of the various authors are 
contradictory it was decided to reinvestigate the problem 
and check our results by controls. The cases chosen 
suflered from severe or very severe faucial diphtheria. 
They were given the usual treatment, such as anti- 
diphtheritic serum, absolute rest, etc.; but the test cases 
had vitamin B, in addition. The dosage was 4.5 mg. 
Subcutem daily, the total varying from 36 mg. up to 
162 mg. Both test cases and controls were given the 
routine hospital diets. It was considered desirable not to 
modify the vitamin content of these diets, which con- 
sisted of : 

The Onset Diet.—Milk 3vj with glucose 5j at each meal. 
Water and occasional orange juice between. 

The Continuation Diet.—Milk with weak tea, jelly, rice 
pudding made with milk, crustless bread and butter, small 
quantity of fresh fruit. 

The Recovery Diet.—Breakfast: Egg sandwiches, tea. 
Lunch: Cocoa’ made with milk, plain biscuits. Dinner: 
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TABLE [.—Published Cases of Diphtheria in which Vitamin B, 


has been Used 








os No. of 
Observer Cases 
Neumann 2 
(1935) 
Peters and 10 
Cunningham 
(1937) 
Knapp (1937) 2 
Bennho!dt- H 
Thomsen 
(1936) 
Tecilazic (1938) > 
31 
24 
33 
Strnad (1938) 5 
Reich (1938) 1 
Schiaparelli ? 
(1938) 
Hansen (1939) ? 
Feige (1939) 30 cases 
and 
30 
controls 
Reinhard and 17 
Schwartzer 
(1939) 
Kiss (1940) 3 
Frey (1940) 18 
- 





Type of Case 








Post-diphtheritic paraly- 
sis 


Severe cases of diph- 
theria 


(a) Drunkard with severe 
diphtheritic paralysis 
of diaphragm 

(b) Paralysis of soft 
palate and diphtheritic 
pseudo-tabes in child 
3 years old 

Severe pharyngeal diph- 
theria in child 4 years 
old, in addition to 
extensive paralysis 
of diaphragm and 
bronchopneumonia 


Paralysis of diaphragm 


Examples of paralysis 
of palate 

Malignant diphtheria 

Extensive faucial in- 
volvement 

Toxic diphtheria with 
severe myocarditis 
and polyneuritis 

Severe post-diphtheritic 
pseudo-tabes with 
cranial nerve paralysis 


Animal experiments 


Mixed 


Routine diphtheria 


Post-diphtheritic para- 
lysis 


Severe. faucial diph- 
theria with more or 
less widespread para- 
lysis 





Result 





Rapid improvement — 
more marked than ever 
before observed 

No effect on incidence of 
paralysis—2 developed 
paralysis of ciliary and 
palatal muscles ; 2 
others showed addi- 
tional paralysis of 
pharynx = and dia- 
phragm, both dying. 
Clinical experience 
confirmed by experi- 
ments on guinea-pigs 

(a) ‘A rapid improve- 
ment at the very last 
moment ’”’ 

(b) It was possible to 
relieve all symptoms 
within three days 


Improvement after first 
dose ; improvement 
continued afterwards, 
so that the diaphrag- 
matic paralys's  dis- 
appeared within a few 
days 

2 recovered; the other 
3 died 

No effect 


Incidence and severity of 
paralysis much less 
than usual, 

Improvement was rapid 
and dramatic in all 
cases 

Immediate improvement 
in mental and physical 
activity, which wore off 
in a few hours. Paraly- 
sis progressed, but 
diminished after 7th 
injection 

Vitamin B, was found 
to have no prophy- 
lactic or therapeutic 
effect on post-diph- 
theritic paralysis. At 
the most it could be 
observed that paralysis 
set in later in guinea- 
pigs treated either 
previously or simul- 
taneously with vitamin 
B, than in control 
animals 

Hansen expresses opinion 
that vitamin B, has no 
favourable effect in 
diphtheria 

Average duration of 
paralysis in children so 
treated was 29.6 days, 
whereas in the con- 
trols it was 49 days. 
Two patients on vita- 
min B, and § not on 
it died ; 

No appreciable improve- 
ment in the paralysis 
followed treatment 
with aneurin. Their 
results were supple- 
mented by estimating 
aneurin content of 
urine, which fell in 
those developing post- 
diphtheritic paralysis 

Clinical recovery began 
in a few days and pro- 
ceeded rapidly 

Seven died. Frey believed 
in the specific action of 
vitamin B, on nerve 
supply to the dia- 
phragm. Some of 
those fatal cases 
showed evidence of 
improvement in dia- 
phragmatic movements 
before death 


————__—___—_—_ — 


Potatoes, gravy, mincemeat, sometimes a second vegetable ; 


rice pudding with 


fruit, weak tea. Supper: 


porridge, milk. 


milk. Tea: Bread, 
Hot-pot and rice, cornflakes or 


butter, jam, fresh 


The home conditions of the patients were investigated, 
as it was hoped they would act as an index of the previous 
intake of vitamin B,. The cases are summarized in 


Tables IL and IIL. 
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TaBLe I1.—Test Cases 
( aol Sex and| Home Patient's | ; 
No,| Age in} Con- | Con- Vitamin B, | Course of Disease Result 
‘| Years ditions} dition | } 
I F. 6] Very Very | 40 mg. from Very satisfactory Recovered 
poor | severe 7th day 
2 M. 11 = Severe | 110 mg. from} Palatal and pharyn- 
9th day geal paralysis. Right 
Bell’s palsy and 
paralysis of legs 
3 M. 8 | Fair Very | 80 mg. from] Very satisfactory 
severe 23rd day 
4 M. 6 | Very | Severe | 60 mg. from] Fairly satisfactory 
poor 30th day 
5 F, 6 | Poor 36 mg. from | Very satisfactory 
| Sth day 
6 | M. 6] Fairly | 56 mg. from | Palatal paralysis on 
zood | Sth day 10th day. Pharyn- 
| geal paralysis in Sth 
| week 
7 M. 4 | Good | 65 mg. from | Palatal paralysis 1Sth | Died in 
26th day day. Gallop rhythm iron 
of heart. Pharyn- lung 
a 1 geal paralysis. Dia- | = 
i phragmatic para- 
| lysis 
8 | M. 2 | Poor 34 mg. from | Very satisfactory Recovered 
} 12th day 
9 |M. 9 | Fairly | 55 mg. from | Palatal pagalysis on 
good | 48th day 43rd day. Late heart 
failure 48th day } 
10 M. 9 Very (52.5 mg. from] Palatal paralgsis 32nd | 
severe | 16th day day | 
it F. 19 | Fair | 60 mg. from | Satisfactory 
| 8th day | 
12 M.10 | Good | 60 mg. from | Palatal paralysis Sth } 
| 26th day day. Early heart | 
failure 16th day 
13 | M.10 | Poor | 121 mg. from} Very satisfactory | 
| 3rd day 
14 | M.10 | Good | Severe |15S2 mg. from} Heart developed a | 
8th day mitral systolic mur- 
mur 14th day. No | 
heart failure | 
15 M. 14 Very | 126mg. from) Palatal paralysis 22nd | 
severe | 2nd day day | 
16 | | 8 | Fair | Severe | 135 mg. from) Satisfactory | 
| 9th day } 
17 F. 8 | Good | 100 mg. from! Very satisfactory 
| 1ith day | 
IS | F. 13 | Poor 140 mg. from 
| Sth day 
19 | M.10 | 162 mg. from ‘ 
3rd day | 
20 M. 43) Fair “ 45 mg. from | 
| 10th day | 
Case Ul.—Control Cases 
Sex and a 
Case “9 Home Patient's : a eee z 
No. | aa Conditions | Condition Course of Disease | Result 
ears | 
j M. 3 | Fairly good | Very severe | Palatal paralysis on Recovered 
14th day. General 
condition fair 
z M. 7 | Good Palatal and pharyngeal 5 
paralysis. Paralysis 
of neck and _ legs. 
Late heart failure 
3 M. 63} Poor es Very satisfactory 
4 M. 7 | Very poor Severe Fairly satisfactory 
5 F. 8 oor ae Very satisfactory 
6 M. 7 | Very poor Palatal paralysis 22nd 
day 
7 F. 2 | Good Very satisfactory . 
8 M. Fairly good Secondary streptococ- = 
cal abscess.  Satis- 
factory 
9 M. 7 4 na Pulse irregular an 
Ip F. 15 | Poor Very severe | Bradycardia on 25th Ee 
day 
11 M. 163) Fair Satisfactory ; 
12 F. 3 | Good Palatal paralysis 12th = 
day. Abortive 
pharyngeal paralysis 
47th day 
13 M. 8 | Poor se Very satisfactory i. 
14 | M.16 | Good Severe Satisfactory, ; 
15 M. 10 Very severe | Right strabismus 12th 
day 
16 F. 8 | Fair Severe Satisfactory > 
17 F. 13 | Good : “a 3 
18 F. 8 | Peor a sie io 
19 M. 6 | Fair ‘ Very satisfactory ‘ 
20 M. 5 | Poor Satisfactory * 
Conclusions 


The impression gained from the series was that vitamin 
B, had neither a prophylactic nor a therapeutic effect on 
diphtheritic paralysis or the cardiovascular complications 
of diphtheria. The most that could be claimed was ihat 
it seemed to give the patients a sense of well-being, plus 


iinet Reeiea 
an improvement in appetite. The sense of well-being was 
ot doubtful value in those who were acutely ill as it tended 
to~ encourage restlessness. Vitamin B, helped in the 
convales@ent stage. 

Summary 


Most of the published cases of diphtheria in which vitamin 
B, has been used are given in tabular form. 

The action of vitamin B, was investigated in 20 diphtheritic 
cases of our own and the results checked by 20 control cases, 
The results are presented in tabular form. 


Thanks are due to Messrs. Evans Sons Lescher and Webb 
Ltd. for heip and generous supplies of vitamin B,. 
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TREATMENT OF GINGIVITIS WITH 
ASCORBIC ACID 


BY 


H. GORDON CAMPBELL, L.R.C.P., L.R.C.S., 1.D.S. 


Professor of Dental Surgery 
AND 


R.‘P. COOK, Ph.D. 

Lecturer in Biochemistry 
(From the Dundee Dental Hospital and the Department of 

- Physiology. University College, Dundee, University ot 
St. Andrews) 

At the Dundee Dental Hospital, during ten weeks recently. 
18 out of a total of 505 new patients have been found to 
be suffering from gingivitis: 14 of these have been treated 
by us with massive doses of ascorbic acid with favourable 
results: 4 failed to co-operate. 

The clinical features in a typical case are as follows. 
The patient complains of painful and bleeding gums. The 
bleeding is usually spontaneous, but is worse when the 
teeth are brushed. In 10 cases there was marked lassitude. 
On examination the gums are found to be red and con- 
gested. The area involved varies, but in most cases it 
extends from the gum margin upwards or downwards for 
a distance of 8 to 10 mm. On pressure the gums bleed 
readily, the blood flowing freely from the gum margin. 
In 2 cases severe sloughing of the gum was observed. In 
spite of the varied types of gingivitis described in the text- 
books we have taken as our main criterion of this condi- 
tion the prompt bleeding of the gum on pressure. This 
sign is of great value, as it provides a ready means ot 
following the reparative process. In no case could the 
gingivitis be attributed to trauma, calculus, or the ad- 
ministration of drugs. There were no other gross signs of 
a pre-scorbutic state. 

Treatment 

No dental treatment, such as scaling or the use of 
mouth-washes, was undertaken in any of olir cases. On 
admission the patient is given 300 mg. of ascorbic acid, 
and a sample of urine is collected approximately six hours, 
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or at the latest twelve hours, after this dose. The urine 
is tested for ascorbic acid by the dichlorophenol-indo- 
phenol indicator (Roche). This method follows the 
saturation test of Harris and Ray (1935). It readily enables 
one to determine the ascorbic acid saturation of the 
patient. The presence of 5 mg. or more of ascorbic acid 
per 100 ml. of urine is taken to indicate adequate 
saturation. 


The patient returns for inspection the following day, 
when a further 300 mg. of ascorbic acid is given. The 
urine passed after this dose is then tested. Even after cne 
such dose a great difference in the gum tissue can be 
observed. The pain has largely disappeared, and the red 
and congested area of gum has shrunk to half the original 
size. The gums still bleed on pressure. During the first 
and second days of treatment some patients experience a 
tingling sensation in the gums. This is probably associ- 
ated with the reparative process. The treatment is con- 
tinued for a further four days, or for two days longer 
than the time it takes to increase the amount of ascorbic 
acid in the urine to a value of 5 mg. per 100 ml. The 
amount of ascorbic acid found necessary to saturate the 
patients has varied from 900 to 4,200 mg. The average 
dose has been 2,000 mg. 


In most cases there is no bleeding from the gums on 
pressure after four days’ treatment. The long-standing 
cases appear to be more refractory. One patient who had 
suffered from marginal gingivitis for four years required 
4,200 mg. before his gums responded satisfactorily. The 
Statement that no bleeding occurs on pressure must be 
qualified to some extent, however, by remarking that even 
after the gum has returned to its normal healthy con- 
sistency firm pressure will still provoke some bleeding 
from the interdental papilla between teeth 2 and 3 (lateral 
incisors and canines). For some unexplained reason this 
area heals slowly. It may be that this persistent bleeding 
is associated with lack of a factor that is capable of 
restoring capillary permeability to normal. Szent-Gyorgyi 
claims that the haemorrhagic lesions in scurvy are in part 
due to absence of vitamin P (hesperidin). Patients have 
all volunteered the information that they feel much better 
in general health, and their appearance certainly bears this 
out. When the patients are fully saturated and their gums 
are in good condition they are given a maintenance dose of 
100 mg. a day. They return for inspection each week. 


During the course of treatment by ascorbic acid no 
dental treatment whatever is given. We did not adopt the 
customary procedure of scaling or application of mouth- 
washes, etc., as we wished to confine our observations to 
the action of ascorbic acid alone. It is interesting to 
remark that in 7 cases the state of oral hygiene and of the 
teeth was very bad indeed. 


The results would apparently indicate that lack of 
ascorbic acid is one important factor in the causation of 
such cases of gingivitis. The large amounts necessary to 
Saturate the patients are very striking. The disappearance 
of the lesion with continued administration of the vitamin 
must be more than purely fortuitous. As long ago as 
1930 Hanke advocated the use of massive doses of orange 
juice in the treatment of gingivitis. He recommended one 
pint of orange juice daily for long periods—up to a year 
at least. This amount of orange juice contains approxi- 
mately 300 mg. of ascorbic acid and possibly other com- 
pounds. He attributed his excellent results to the presence 
of vitamin C. Roft and Glazebrook (1940) have also 
obtained successful results. They state, however, that 
Marginal gingivitis can be cured by better oral hygiene. 
Other workers who have reported favourable results of 
ascorbic acid in the treatment of gingivitis are Kramer 
(1937), Demoulin (1938), and Herlitz (1939). 


* 
Summary 


Fourteen cases of gingivitis have been treated with massive 
doses of ascorbic acid without any other dental treatment such 
as scaling or mouth-washes. 300 mg. of ascorbic acid was 
given daily until a urine test showed that the patient was 
saturated with the vitamin. On an average a total of 2,000 
mg. was needed. The previously sore and inflamed gums 
became normal after approximately four days’ treatment. The 
treatment should be followed by a maintenance dose. 


We are indebted to Roche Products Ltd. for our supply of 
ascorbic acid and indicator tablets. 
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Clinical Memoranda 


Chlorine for Nitric Acid Burns 


Burns caused by the strongly corrosive acids, nitric and sul- 
phuric, differ in many ways from heat burns. In the latter 
the object causing the burn ceases to act when the body is 
removed from contact, but in chemical burns the destruction 
of tissue goes on until the corrosive is absorbed, washed out, 
or neutralized. 





Clinically there is a contrast between the types, for the heat 
burn will show inflammatory reaction within twenty-four 
hours, while the nitric acid burn may appear unchanged for 
seven to ten days, giving to the uninitiated a false hope that 
little damage has been inflicted. During this quiet period the 
skin in the burnt area retains the deep yellow stain (xantho- 
proteic reaction) which is formed immediately on contact with 
strong nitric acid, and it feels leathery, but is neither cold nor 
the seat of pain. Sensation may be slightly numbed, but 
neither in finger nor limb, should the burn involve these parts, 
will there be interference with voluntary movement. At the 
end of a week, or slightly later, a line of demarcation appears, 
and necrosis becomes evident, progressing to a slough which 
separates tediously. Healing is remarkably slow. When ex- 
tensive areas in the back or hip are burnt, prolonged residence 
in hospital becomes necessary, and cases have been met with 
for which nine months of indoor treatment have been required 
before a succession of skin grafts have brought the patient to 
the stage of being discharged. In the area of the knee-joint 
deep necrosis from a nitric acid burn has destroyed the con- 
tinuity of the peroneal nerve and caused permanent drop-foot. 
On the cheeks the contraction following the healing of nitric 
acid burns sometimes gives rise to cicatricial ectropion, calling 
for plastic surgery. 

In view of these facts, which are well known, any treat- 
ment which promises to lessen the severity of the corrosive 
action of nitric acid on the skin is worth recording, and for 
this reason the following case is reported. 


CASE REPORT 


A workman was turning an earthenware cock when it 
sprang from its seating and a quantity of strong acid was 
splashed with force on to his face. The acid had the follow- 
ing composition: nitric acid, 23.5%, ; sulphuric acid, 68.8% ; 
water, 7.7 He immediately immersed his face in the near- 
by water-butt and continued lavage until he was brought by 
ambulance to the ward. There the routine treatment of scrub- 
bing the stained areas with methylated spirit and profuse 
bicarbonate of soda was given. The parts affected were the 
forehead, almost all of the left cheek, the bridge and left side 
of the nose, the chin, and scattered areas over the neck. The 
eyes had been protected by goggles. The intensity of the 
yellow stain recalled a case ending in cicatricial ectropion. 
The site of the burn was in both cases similar, as was also the 
strength of the acid involved. The idea that decolorizing the 
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stain might serve some purpose was conceived. Ammonia, 
which is recommended by some, has not in my experience been 
effective as a decolorizer either on the skin or when applied to 
material ; indeed, the stain of nitric acid is sometimes intensi- 
fied by the application of ammonia. 

Bleaching was thought of and, as a quick method of obtain- 
ing harmless chlorine, eusol (Edinburgh University solution) 
was rapidly made by shaking up eupad with warm water. 
Swabs of this solution were rubbed on the stained area, 
decolorization taking place almost immediately. It was sur- 
prising how rapidly the stain transferred itself from the tissues 
to the swab. The friction with eusol was kept up briskly, 
and was repeated after short pauses until the affected areas 
assumed a pale lemon colour. A very thin coating of 5° 
tannic acid solution was then painted on all burnt places by 
means of a camel-hair brush, and all surfaces were quickly 
dried by a hot-air drier. During the application of the eusol 
solution the patient at once voluntarily stated that the smarting 
and tingling in his burns had gone. 

The sequel to treatment was interesting. In less than three 
weeks the patient returned to work without obvious sign of 
injury. He had not suffered the slightest discomfort in the 
face or interference with sleep or appetite from the time of the 
application of eusol. Two weeks from the date of the accident 
his doctor had allowed him to visit the barber for a shave. 

Xanthoproteic acid is regarded as a perfectly innocuous 
substance, the colour serving only to mark the extent and 
intensity of the nitric acid action. It would seem, however, 
that the rapid removal of this nitro-compound from the skin 
prevents corrosive destruction of the tissues. 

Harry M. Rosperts, L.R.C.P. & S. 


Stevenston, Ayrshire 


A Case of Cow-pox 


It is difficult to determine why cow-pox is so seldom seen 
nowadays. Perhaps it is considered a trivial ailment and a 
doctor is not consulted, or perhaps it is a rare disease and 
therefore rarely exhibited. 

An account of an outbreak which occurred in Somersetshire 
was published by Dr. R. J. Reece in the Proceedings of the 
Royal Society of Medicine in 1921. He drew attention to the 
absence of reports of cases in both man and animals for 
ever forty years. and concluded that this was due not to the 
non-existence of the disease but to the fact that observers 
believed no useful information could be added to the ex- 
haustive investigations of Robert Ceely, published in 1840. Dr. 
Reece’s article serves as a reminder that cow-pox is not confined 
to bovines but occurs also in horses and other domesticated 
animals, and in rats, mice, rabbits, guinea-pigs, hens, and 
ducks. In these the disease is usually produced by experi- 
mental inoculation. 

Dr. Reece examined 410 milch cows, at several farms, and 
found that 214 of them were suspected as having or having 
had the disease. He had not the opportunity of examining all 
the milkers employed, but of the 44 he did examine 23 were 
suffering from or had had cow-pox. Definite figures were not 
given regarding vaccination, but most of the milkers had been 
vaccinated in infancy, several had been revaccinated, and some 
had previously had cow-pox. The sites of infection were 
usually on the hands, and a photograph published in his paper 
showed an ulcer at the base of the first metacarpal—a position 
identical to that shown in the photograph reproduced here. 
One man had a sore which involved the deep structures of 
his eyeball and led to a permanent defect in vision. Twe 
lads had ulcers on the eyelids. and one of them had vesicles 
on the dorsum of the tongue, probably due to licking or suck- 
ing a sore on his finger. 


REPORT OF A RECENT CASE 


A farm labourer aged 17 had two small ulcers on the 
knuckles of the index and middle fingers of his right hand and 
a larger ulcer about the size of a sixpence on the back and 
outer side of the same hand rear the wrist (see illustration). 
This ulcer seemed as if made by a trephine; the edges were 
clean-cuf, a central core was still adherent, and the core was 
dark and sloughing. There was a profuse thin yellowish 
discharge with an offensive smell. The Surrounding skin was 





a - “i . -_ 


not inflamed. An enlarged tender gland was present in the 
axilla, but there was no lymphangitis. Very little pain was 
felt from the sores. There were no lesions on the body. The 
disease had been present for over a week when he reported, 
though he knew that he had contracted cow-pox from a cow’s 











udder. He could not remember having had any cuts or 
scratches on his hand. He had never been vaccinated. 

The ulcers were cleaned by fomentations, and afterwards 
dressed with acriflavine. The healing period lasted five weeks, 
during which time the patient ceased milking but carried on 
with other farm work. He was vaccinated a week after com- 
pletion of healing, the result being negative. 


COMMENT 


There was one other milker of the same herd, and he was 
unaffected. He had been vaccinated in infancy. The herd 
consisted of twelve cows: seven were milch cows and five 
fed suckling calves. All the cows had pox on the udders. 
There was no pox on any of the calves. As the disease is sup- 
posed to be carried from cow to cow by a milker it was 
hard to account for it in those that were not milked. All 
the cows used the same shed and grazed in the same fields ; 
the infection may therefore have been picked up from the 
ground. Sometimes the calves obtained drinks of milk from 
other than the foster-mother and may have infected the latter 
that way. The original source of infection of the herd could 
not be traced; there had been no recent addition and no 
interchange. The cows had not been examined by a veterinary 
surgeon, but one “vet” had sent an ointment which cured the 
disease. 

i showed the case to some of my colleagues. Two of them 
diagnosed correctly: three others were non-committal but 
concurred when the disease was mentioned. The surprise was 
that the ailment was not recognized by practitioners with long 
experience in a rural district. The photograph was taken by 
Dr. M. C. Cooper. 

Polperro, Cornwall. A. McCoy, M.B. 


The Quarterly Return of Births, Deaths, and Marriages for 
the thirteen weeks ended June 30, 1940, issued by the 
Registrar-General, shows an increase in births and marriages 
in England and Wales. The number of live births was 166.537. 
an increase of 2,231 over the June quarter of 1939. This is 
the highest number of births recorded for the June quarter 
since 1930. Added to the figure of 154,336 births for the first 
quarter, it makes the total of births for the first half of the 
year 320,873, which is the highest total for this period since 
1931. The birth rate per 1,000 of the popilation was 16.2. 
This compares with an average of 15.8 for the second quarters 
of the five preceding years, and is the highest rate for the 
June quarter since 1932. There were 48,482 more births regis- 
tered than deaths. The corresponding increase in the second 
quarter of 1939 was 43.777. The number of civilian deaths 
registered in the second quarter of 1940 was 118,055. This 
was 86,294 below the total for the first three months of the 
year, and 2,474 fewer than in the corresponding quarter of 
1939. The death rate per 1,000 of the population was 11.8, 
compared with 20.3 for the first quarter of the year and 11.7 
for the second quarter of 1939. The report may be obtained 
from H.M. Stationery Office, York House, Kingsway, W.C.2, 
price 6d. (by post 8d.). 
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DISEASES OF PERIPHERAL ARTERIES 


The Diagnosis and Treatment of Diseases of the Peri- 
pheral Arteries. By Saul S. Samuels, A.M., M.D., Assis- 
tant Visiting Surgeon, Bellevue Hospital, New York. 
Second edition. (Pp. 372. 31s. 6d.) London, New York, 
Toronto: Oxford University Press. 1940. 


The chief feature distinguishing this from the former 
edition is the greater prominence accorded to arterio- 
sclerosis as a cause of presenile gangrene. A few years 
ago, when interest in peripheral vascular disease was so 
greatly stimulated by the writings of Buerger and the en- 
deavours of enterprising surgeons, no one clinician saw 
enough cases of peripheral vascular disease to enable him 
to subdivide them into their proper groups—they all 
seemed to fit the diagnosis of thrombo-angiitis obliterans. 
Now that special clinics have been established in which 
peripheral vascular disease may be more thoroughly inves- 


tigated it is possible to distinguish between Buerger’s’ 


disease and the rather commoner arteriosclerotic forms of 
obliterative arteritis. Furthermore, it is now recognized 
that these diseases, though having a superficial resemblance 
to one another, actually differ not only in their pathology 
but also in their clinical manifestations and their response 
to treatment. 

In this book Dr. Samuels brings out many important 
points in differential diagnosis, but he could have made 
the matter still clearer had he written a section on diag- 
nosis from which references to aetiology and pathology 
could have been excluded. As it is, one is left to build 
up the clinical picture of Buerger’s disease from the given 
facts about its aetiology, and certain features which dis- 
tinguish it from arteriosclerosis. We would like heartily 
to endorse the stress laid upon oscillometry as a method 
of investigation; and, considering how much valuable 
information regarding prognosis may be obtained by this 
simple means, it is surprising that clinicians make so 
little use of it. 

In this second edition as in the first, the author declares 
his faith in the conservative treatment of gangrene of the 
toes. In his series of 350 cases of thrombo-angiitis 
obliterans he has had to perform only one major amputa- 
tion, and even in arteriosclerotic gangrene, though he 
admits that amputation through the thigh is more often 
required, he quotes many examples to show the value of 
conservatism. The control of pain remains the chief 
problem when non-operative treatment is carried out, and, 
though Dr. Samuels makes several suggestions with regard 
to anodynes, the agony so often associated with gangrene 
of an extremity may become intolerable and necessitate 
amputation for its relief, 

Unfortunately the book does not give a very clear 
account of the proportion of cases treated successfully by 
conservative means, the length of time taken for gan- 
grenous digits to separate, and the liability to subsequent 
recrudescence of gangrene in the stumps left by these 
Spontaneous amputations. — Its chief virtue lies in the clear 
account of the therapeutic measures which may well be 
employed in all cases of peripheral vascular disease in the 
hope that they may be successful—cessation of smoking, 
postural exercises and rest in the horizontal position, anti- 
Septic treatment of the local lesions, and hypertonic 
venous infusions—and if these methods were conscien- 
tiously adopted there is no doubt they would meet with 
a very gratifying measure of success. The author main- 
tains an attitude of healthy scepticism regarding the value 





of elaborate physiotherapy and of surgical intervention, 
and the records given of his personal experience certainly 
seem to justify this attitude. 


HANS ZINSSER 


As I Remember Him. The Biography of R. S. By Hans 
Zinsser. (Pp. 369. 12s. 6d. net.) London: Macmillan 
and Co., Ltd. 1940. 


The recent holder of the chair of bacteriology and 
immunology at Harvard Medical School, feeling an 
impulse to edit a biography of one of his medical. friends 
whose attainments and ways of life bore a resemblance to 
his own, produced the work entitled As 1 Remember Him, 
throughout which the friend was referred to by the initials 
R. S. only, but was otherwise unidentified. R. S. was 
the writer in chief, but his editor frequently inserted 
passages of his own, so that the book when first published 
spoke with two voices. On the death, however, of Prof. 
Zinsser of the Harvard chair the two voices coalesced, 
for it was then made known that he and R. S. were one 
and the same person. No very obvious reason emerges 
for the original mystification. 

Hans Zinsser, as he says in his book, was an American 
of German origin. Having qualified in medicine he 
endeavoured in the beginning to conduct general prac- 
tice along with scientific pursuits, but finally, on being 
appointed to a full-time post in bacteriology, he was able 
to devote his undivided attention to his chosen specialty. 
During his career he held office as teacher or research 
worker in a number of medical schools, but he is perhaps 
most widely known by reason of his alacrity in speeding 
to distant lands for the relief of populations stricken by 
major infections. In the course of these errands of scien- 
tific mercy he visited during the last war Serbia and 
Bulgaria, and later Poland and Russia. More recently, 
still following where his aspirations led, he found work to 
do in Tunis, Mexico, China, and Japan. His travels in 
these so diverse countries are duly described. 

In his writing he often arrests and varies the narrative 
by the discussion of medical and social questions as they 
happen to arise. He deprecates as a medical evil the too 
hasty publication of the results of research by workers 
more avid of notice than careful of the essentials in such 
matters. Well informed and appreciative of French and 
German language and literature, he believes that the 
adjustment of the humanities to modern conditions ts 
the root requirement of intellectual training. In the 
troubled world of to-day he sees that scientific progress 
has outstripped social development. Being himself without 
a faith he cannot seek to right the wrongs of the time 
through any ethical code based upon supernatural 
authority, but he thinks that the present age may witness 
a new renaissance with the aid of creative art controlled 
by enlightened criticism. For his own part his guiding 
light on his way has been professional tradition, and his 
reward the pride of service. 

Although he claims to have been impressed by the 
“magnificent pageant” of old Greece, he has permitted 
himself to write: “We sailed down the coast, passing 
Corfu, where Nausicaa tried unsuccessfully to vamp 
Ulysses.” Such lapses of taste, which occur from time 
to time in the book, coming from him are less estranging 
than they might be from another, for we feel in his case 
that they cannot proceed from any vein of cynicism but 
rather that they are the welling-up of the irrepressible 
flippancy of youth which weakens in most men after that 
age, but which he was able to keep vigorous far into 
maturity. 

Hans Zinsser was a product of his ancestry and up- 
bringing. He combined the philosophic strain with a 
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practical turn of mind. He held high ideals but had 
pleasure in living. He did something towards integrating 
modern science, but also utilized it in practice for the 
benefit of his fellow men. His book. begins with the 
question, ““ Why in thunder should anybody want to write 
a biography of R. S.?” The answer is writ large in the 
book itself. 





NEUROSYPHILIS 

Neurosyphilis (Syphilis of the Nervous System). By C. 

Worster-Drought, M.A., M.D., F.R.C.P. (Pp. 241; illus- 

trated. 10s. 6d. net.) London: John Bale, Sons and 

Staples. 1940. 
Dr. Worster-Drought’s book on neurosyphilis provides in 
compact and handy form the main facts about all aspects 
of syphilitic infection of the nervous system. After a 
historical introduction, which begins by giving Columbus 
the credit for discovering syphilis as well as America, he 
discusses the aetiology of neurosyphilis, and his book then 
follows the accustomed arrangement. There are thirty- 
one illustrations and over 150 references. The author's 
treatment of the subject is orthodox, though on a few 
minor points his views might be disputed: for example, 
that papilloedema in neurosyphilis is always due to a 
tumour—that is, gumma—and that general paralysis is 
commonest between the ages of 30 and 40. The book 
suffers a little from lack of perspective. Thus the reader 
might suppose that optic neuritis, papilloedema, and optic 
atrophy were equally common in meningo-vascular 
syphilis ; and a statement of the relative frequency of the 
different manifestations of neurosyphilis might with ad- 
vantage be added to the next edition. These, however, 
are minor points, and the book will be found a reliable 
guide by students, and by practitioners wishing to specialize 
in venereal diseases. 


OTO-RHINO-LARYNGOLOGY 


A Manual of Otology, Rhinology and Laryngology. By 
Howard Charles Ballenger, M.D., F.A.C.S. (Pp. 302; 
90 engravings and 4 coloured plates. 18s. net.) London: 
Henry Kimpton. 1940. 


Ballenger’s Diseases of the Nose, Throat and Ear, a well- 
established and valued textbook originally written by the 
late Dr. Lincoln Ballenger and now in its seventh edition, 
forms the basis for this much smaller manual, for which 
Dr. Howard Ballenger sees a need. The gross reduction 
in size has been chiefly accomplished by the elimination of 
all details of surgical technique, with which the original 
textbook is replete. The purpose of the present book is 
therefore quite different from that of its parent, which is a 
book for otologists and laryngologists. This small volume 
is for students and for those physicians who need a general 
survey of the subject. In this work, therefore, are to be 
found excellent accounts of the clinical anatomy, patho- 
logy, and clinical manifestations of disease in the regions 
and organs in question, and also sonie remarks on their 
treatment. From the purely medical aspect, which has 
increased rather than diminished in relative importance 
during recent times, this has been well done in a manner 
quite in conformity with the character imposed on the 
book by the author. There are, however, many occasions 
upon which treatment assumes an overwhelmingly surgical 
predominance, and to ignore this or dismiss it in a few 
words is liable to instil a distorted sense of proportion in 
the uninitiated. 

In what he has undertaken the author has succeeded 
well, and the omission of surgical detail is his own 
deliberate responsibility, but there are some purely medical 
topics which, it must be said, leave much to be desired. 
This is especially the case with the account of paralysis 
of the larynx, which is not only obscure and inadequate 
but is illustrated with misleading pictures. Syphilis, too, 





may be less important now than it once was, but it deserves 
more than the scanty description accorded to it. On the 
whole, however, Dr. Ballenger has produced a book in 
which the student may browse without being overcome by 
a mass of detail which he has no opportunity to apply, 








Notes on Books 


The Gallant Little Campeador, by Crecu. Hunt (Methuen 
and Co., 4s.), is a further tribute to the great work of “the 
little ships” and will have special attraction for medical men 
because Campeador's navigator was retired Surgeon Rear- 
Admiral J. B. Muir, M.B., F.R.C.S.Ed., who served in her 
first with the rank of sub-lieutenant and later as lieutenant, 
R.N.V.R. The youngest of her four officers was aged 58; 
Muir, the oldest, was 68, and when two were promoted to 
lieutenant, Mr. Winston Churchill, then First Lord of the 
Admiralty, endorsed the recommendation, “Promote them, 
age will be served.” When Campeador was sunk by striking a 
mine on June 22 of last year these four very gallant officers 
perished with her. This is a short and interesting account of 
some of their adventures, their good comradeship, and their 
great work. An obituary notice of Surgeon Rear-Admiral 
Muir appeared in our issue of July 6, 1940. 


Sir William Osler, in looking over the literature of malarial 
fevers one day, chanced to come across some articles by Dr. 
John Bassett. He was so fascinated by the charm of these 
philosophical essays that he was led to collect material for 
a biography well known under the title of An Alabama 
Student, thus rescuing Bassett’s name from oblivion. It was 
therefore thought appropriate to reprint some of the medical 
reports from his pen between 1840 and 1850, and this has been 
done in a highly attractive form. Prof. Elkin contributes an 
introduction, and an appendix consists of a letter written by 
Dr. Mastin, a pupil of Bassett’s, to Osler in 1896, which 
supplies interesting information which was lacking when the 
biography was published. The publisher has generously 
stipulated that certain profits from the sale of this book should 
be given to the Harvey Cushing Library at Yale. This is 
altogether fitting, since An Alabama Student was Cushing's 
favourite gift book. The Medical Reports of John Y. Bassett, 
M.D., is published at $1.50 by Charles C. Thomas of Spring- 
field, Illinois. 


The forty-eighth edition of the Annual Charities Register 
and Digest for 1941 has now been published by Longmans, 
Green and Co. for the Charity Organization Society. This 
volume of nearly 500 pages gives details of more than 2,700 
institutions and societies. The C.O.S. does valuable work in 
war as in peace, and it deserves the thanks of those who wish 
to serve their fellows for producing year by year this classified 
list of hospitals, charities, and public institutions connected 
with social services. Copies can be had from the C.OS.,, 
Denison House, 296, Vauxhall Bridge Road, London, S.W., or 
from the publishers (price 8s. 6d.). 


Preparations and Appliances 





GENTIAN VIOLET JELLY 


Gentian violet jelly B.D.H. (Messrs. British Drug Houses) 
contains 2°% gentian violet and 0.02% sodium ethyl mercuri- 
thiosalicylate. It is recommended particularly for the treat- 
ment of second and third degree burns of the hands and face. 
It is generally thought that the usual tannic acid treatment has 
been found unsatisfactory in this particular type of burn. The 
manufacturers state that their preparation has an analgesic 
action and that its use results in a granulating surface satis- 
factory for the purpose of skin grafting. The mercury com- 
pound is added to inhibit growth of Gram-negative organisms 
because gentian violet acts chiefly on Gram-positive forms.: 

Eli Lilly and Co. market a similar jelly containing 1% 
gentian violet with 1:5,000 “ merthiolate ” (which is the name 
they use for sodium ethyl mercurithiosalicylate). 
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HAEMOLYTIC ANAEMIA 


Few people have spent their retirement to greater 
advantage than the late Dr. F. R. B. Atkinson, who 
was a familiar figure in the library of the Royal Society 
of Medicine, at his self-imposed task of collecting 
case reports and bibliographies of rare diseases. The 
last analysis to come from his pen was one of Lederer’s 
anaemia,’ and this may profitably be read at the same 
time as Dameshek and Schwartz’s recent review.* The 
acute haemolytic anaemia of Lederer is most common 
in childhood, but no age is exempt. For no apparent 
reason the patient becomes markedly pale and ex- 
hausted, with profound asthenia, and he may become 
delirious. The weakness often becomes extreme, with 
malaise, headache, restlessness and irritability, pain 
in the back and extremities, fever, and loss of appetite. 
Gastro-intestinal symptoms are common, and include 
nausea and vomiting, diarrhoea, pain in the region 
of the spleen, sensation of weight in the epigastrium, 
and vague abdominal pain. The rapid onset of 
anaemia leads to dyspnoea, palpitation of the heart, 
and oedema of the ankles. The pallor is accompanied 
by an icteric tinge of the skin or even frank jaundice, 
but the patient is usually more pale than jaundiced. 
Haemoglobinuria is present in the fulminating cases, 
which occur more commonly in infancy. Haemic 
murmurs can often be heard, the spleen may be 
palpable, and there may be retinal haemorrhages. 
Examination of the blood shows a severe anaemia, 
usually of high colour index, with leucocytosis, reti- 
culocytosis, and the presence of nucleated red cells in 
the circulating blood. If the condition is untreated 
the outlook is grave, but if the patient is given one or 
more transfusions recovery can usually be expected 
within a few days or weeks. 

Dameshek and Schwartz have paid particular atten- 
tion to the earlier literature, and they show that acute 
(Lederer) and subacute cases of haemolytic anaemia 
form a continuous series with the chronic forms of 
acquired haemolytic anaemia (Banti’s haemolytic 
splenomegaly). This gradation is important, because 
it suggests that patients with acute and subacute 
haemolytic anaemias who do not respond to trans- 
fusion should be submitted to splenectomy, which in 
their experience has proved very successful. They have 
also rediscovered the presence of abnormal haemolysins 
in the serum of patients with acute haemolytic 
anaemia, and have demonstrated that the haemolysins 
disappear after splenectomy, though it must be con- 
fessed that the nature of these haemolysins remains 
very obscure. They have nevertheless presented an 
interesting schema of the pathological physiology of the 
haemolytic anaemias. A high concentration of haemo- 
lysin leads to fulminating destruction of the red cells, 
with haemoglobinaemia and haemoglobinuria. Less 
Tapid destruction will be accompanied by bilirubin- 





1 Brit. J. Child. Dis., 1940, 37, 35. 
2 Medicine, 1940, 19, 231. 


aemia, spherocytosis, increased fragility, and reticulo- 
cytosis. At still lower levels of haemolysin destruction 
may be balanced by regeneration, and the only detect- 
able abnormality may be a raised level of bilirubin 
in the serum. This conception is supported by evidence 
that the red cell population in the haemolytic anaemias 
can be split up into two groups: the reticulocytes 
freshly delivered from the bone marrow, and the non- 
reticulocytes which have been in circulation for some 
time. The non-reticulocytes are practically all micro- 
cytes (spherocytes) and contrast sharply with the 
reticulocytes, which have a wider diameter but a 
normal shape. From this it is concluded that sphero- 
cytosis and increased fragility represent an alteration 
in the mature red cell brought about by an intra- 
vascular haemolytic agent, and that they are evidence 
of the pre-haemolytic (prolytic) swelling of the red cell. 

This explanation of the erythrocyte morphology in 
haemolytic anaemia is supported by the experiments 
of Tigertt, Duncan, and Hight,* who injected haemo- 
lytic serum into dogs. Haemoglobinaemia and anaemia 
appeared in these animals, in severity according to 
the amount of serum administered. In the process of 
cell destruction the erythrocytes became more spherical, 
and the approach to sphericity was paralleled by a 
proportionate decrease in the resistance to hypotonic 
saline. But a good deal more work must be done on 
the clinical side before the pathology of the acquired 
haemolytic anaemias can be put on a satisfactory basis. 
An urgent need is for follow-up studies to show if 
recovery from Lederer’s anaemia occurs without any 
sequels, or whether it is not sometimes the herald 
of a more serious blood disorder or the witness of an 
underlying constitutional defect. Cases which are 
observed in the future must be carefully studied if they 
are to add to knowledge. Essential laboratory data 
are the size and shape of the red cells, the resistance 
to hypotonic saline, the evidence of intravascular 
haemolysis, and the presence of haemolysins in the 
serum. Two recent accounts are worthy of mention. 
The patient described by Farrar, Burnett, and Steig- 
man* had a haemolytic anaemia of two years’ dura- 
tion which was subject to critical exacerbations. 
There was no evidence of inheritance and the resist- 
ance to hypotonic saline was normal. A haemolysin 
was detected in the serum and evidence was found of 
a considerable disturbance of liver function. Splen- 
ectomy was successfully performed, and the oppor- 
tunity was used to take a section of the liver, which 
showed pigmentary degeneration and fatty change. 
The anaemia rapidly recovered, the haemolysin dis- 
appeared, and the function of the liver returned to 
normal. Lambie’s’ 18-year-old patient presents a more 
difficult diagnostic problem, as he had had anaemia 
and jaundice since birth, and the discussion ranges 
over the whole gamut of orthochromic and _ hyper- 
chromic anaemias. Congenital acholuric jaundice is 
ruled out by the negative family history, the normal 
shape and resistance of the red cells, and the failure 
of splenectomy. The condition appears to be a leuco- 
erythroblastic anaemia persisting after infancy, and a 
striking feature is its association with hyperuricaemia 
and severe tophaceous gout. 





3 Amer. J. med. Sci., 1940, 200, 173. 
“ Ibid., 164. 
5 Med. J. Austral., 1940, 1, 535. 
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MEDICINE IN A CHANGING WORLD 


The correspondence which followed the publication in 
the Journal of January 18 of Sir John Orr’s lecture on 
“Trends in Nutrition” and the leading article entitled 
“ Medicine in a Changing World” shows, as Sir John 
points out in a letter in to-day’s issue, that at least 
some readers of the Journal believe that the medical 
profession should make a contribution to planning for 
the changed world that most of us expect to see after 
this war is over. 

Most of the correspondents were rightly appreciative 
of Sir John’s lecture, and some were highly critical of 
the leading article. While welcoming criticism, we 
believe that much of it was based on a misreading of 
both contributions on a subject which all are agreed 
is of the highest importance. There was an under- 
current of suggestion that the lecturer and ourselves 
were in conflict, and that we had called him to task. 
One correspondent went so far as to suggest that we 
had been guilty of impertinence, which goes to show 
that when medical men plant their feet on unfamiliar 
soil emotion tends to get the better of reason. We 
do not agree with the correspondent who said that it 
was the bounden duty of the medical profession to 
take an active part in political and economic problems, 
and in this connexion welcome the following state- 
ment in Sir John Orr’s letter: “ The profession would 
lose its influence if it allowed itself to become the 
battleground for conflicting political and economic 
theories. While members of the profession as citizens 
should be free to hold any political views they think 
right, the profession as a profession should be apart 
from, and above, politics. But it should be interested 
in the promotion of health, and planners should look 
to it for guidance on the kind of conditions under 
which the common man would be able to attain his 
fullest inherited capacity for health and physical fit- 
ness. A statement of these conditions based on facts 
so far as they can be ascertained, would be a 
scientific, not a political, statement.” 

This is the crux of the matter, and amplifies the 
statement made by Dr. A. J. Brock: “I hold that 
every intelligent doctor is, or should be, a sociologist.” 
Sir John Orr refers also to the “medical charter” 
which we suggested might be one of the greatest contri- 
butions medicine could make to a troubled and war- 
weary world when the present conflict is finished. 
There is a body of ascertained knowledge on what is 
required for proper physical and mental development. 
There are many gaps to be filled, but enough is known 
to provide a ground-plan for healthy living. First 
and foremost comes the important question of nutri- 
tion, and the proper feeding of. children is a problem 
which faces the mother from the day her child is born. 
In a community planned on rational lines- such 
deficiency diseases as rickets and scurvy should be as 
rare as was disease itself in that enlightened country, 
Erewhon. The business of the doctor is to lay down, 
so far as his knowledge allows him, what are the 
minimum, or better the optimum, food requirements 
of human beings from birth onwards, and to see that 
‘this information is at the disposal of every member of 
the community. That food is more important in the 
preservation of health than housing was shown by the 


late Dr. M‘Gonigle at Stockton-on-Tees, but this js 
by no means to say that housing is not of the first 
importance. Damp, ill-ventilated buildings which do 
not provide adequate living room for growing and 
grown people are a scandal in any country which 
claims to be civilized. In addition to nutrition and 
housing there is the vital question of healthy psycho- 
logical development and conditions in the home, the 
school, and the workshop. Much of course depends 
upon the laying of a proper foundation in the home 
and the school, but upon the maintenance of a healthy 
environment, both mental and physical, in factories and 
industrial organizations will depend the true prosperity 
of this country. 

These and a host of other problems need to be 
sifted out so that the medical profession can give the 
public a clear statement on what it considers to be 
the essentials for the healthy life. The task is big 
enough in itself to discourage medical practitioners 
from wandering at large about the political and 
economic field, as some of our readers would have 
them do. It should be added that we do not criticize 
the actions of medical men and women who take up 
politics as a career in the House of Commons ; that 
assembly would be all the better if medical representa- 
tion on it were increased, and this has been said many 
times in these columns. 

If a charter were indeed drawn up it would be 
within the competence of those who did the drafting 
to complete their investigation by estimating the cost 
of healthy living in pounds, shillings, and pence, as was 
in fact done by the British Medical Association Nutti- 
tion Committee within its limited terms of reference. 
It would then be for the statesmen and the economists 
to see that the materials for healthy living were brought 
within the reach of every man, woman, and child in 
the country. The task of the medical profession, as 
we see it, would be to press from a medical platform 
its recommendations on whatever group of men were 
in charge of the affairs of the State. 
remarks on another page, “It would give the planners 
something definite to plan for, and enable them to deal 
with realities instead of with political and economic 
theories.” 








MORTALITY FROM TUBERCULOSIS 


The decline in the mortality rate from tuberculosis in the 
last century in most Western countries tends to over- 
shadow the fact that the disease is still responsible for 
a large number of deaths each year. Absolutely it is now 
responsible, as Wolff illustrates with statistics from the 
U.S.A.,' for far fewer deaths than cancer, nephritis, pneu- 
monia, or heart disease. But in making this comparison 
two points must be borne in mind. First, tuberculosis 
kills mainly in the prime of life, whereas the mortality from 
the other diseases is heaviest at a later period. For 
instance, in the U.S.A. registration area in 1932 two-thirds 
of the deaths from tuberculosis were of persons between 
15 and 50 years old; for the other diseases the figures 
were: cancer 19%; nephritis 16%; pneumonia 24%; 
and diseases of the heart 14%. Secondly, tuberculosis is 
an infectious disease sensitive to the conditions under 
which a population lives, and likely to increase its striking 
power materially when those conditions deteriorate. The 





1 Amer. Rev. Tuberc., 1940, 42, 1, 214. 
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involuntary mass experiment of the last war, affecting 
both belligerent and neutral countries, gave a clear indica- 
tion of what may well happen in the present one. The 
association of tuberculosis with poverty has been shown 
repeatedly. At first sight, however, it appears paradoxical 
that while the decline in mortality from the disease is 
greater in the more industrialized countries, and they have 
now substantially lower mortality rates than the agrarian 
countries, yet within the same countries it is the indus- 
trialized areas that fare worst. The explanation, as Wolff 
points out, is that in the industrialized countries the 
standard of living is higher than it is in the agrarian States. 
On the other hand, within the same country broadly the 
same standards of living prevail, but the countryman has 
the advantage of an open-air life, the townsman more 
frequently the disadvantages of overcrowded and sunless 
conditions. His detailed examination of statistics in the 
U.S.A. supports this view. High death rates are generally 
to be found in the industrial areas, especially those in 
the north-east. Among the white population mortality 
rises as density of population rises ; yet it is lowest in the 
most crowded countries of the world. It is not the density 
itself that matters, Wolff concludes, but the overcrowding, 
bad housing, and poor nutrition that may be associated 
with it, which lead to infection with a bacillus that must 
be regarded as ubiquitous in modern life. Further reduc- 
tions in the mortality from tuberculosis turn, therefore, 
upon two factors: improvement in the social and economic 
conditions of the people, and in the diagnostic and thera- 
peutic measures adopted to find and isolate the open cases 
which perpetuate the disease. 


GALACTOSE TOLERANCE IN JAUNDICE AND 
THYROTOXICOSIS 


Galactose has been used for testing liver function for 
many years. Introduced by Bauer’ in 1906, various modi- 
fications of the test have culminated in recent methods 
which estimate blood galactose after oral (Maclagan)° or 


‘intravenous (King and Aitken)* administration of the 


sugar. This technique appears to be an improvement over 
the older practice of estimating either urinary galactose 
or total blood sugar and presents the clinician with a 
quantitative index of a liver function which is uncon- 
nected with the excretion of bile. The advantage of such 
a procedure in the study of jaundice should require no 
emphasis, for a glance at the patient is sufficient to indicate 
abnormal bile formation, and the diagnosis between toxic 
and obstructive jaundice is more likely to be made by the 
use of an entirely distinct function. It appears from the 
two papers referred to that galactose tolerance is usually 
normal in obstructive jaundice and almost uniformly im- 
paired in toxic jaundice. More work will, however, be 
needed to establish a useful time limit for the test when 
employed in this way, for prolonged obstruction must 
finally affect every function of the liver. A _ different 
aspect of galactose metabolism has been raised by recent 
work on galactose tolerance in hyperthyroidism in which 
a fairly constant impairment of tolerance has been well 
demonstrated by the oral technique by Althausen, Lock- 
art, and Soley' and by Maclagan and Rundle.’ While 
the latter accept the obvious inference of liver damage 
in this condition and support their hypothesis with much 
pathological and clinical data, the former ascribe the 


Tesults entirely to increased intestinal absorption and pro- 





1 Wien. med. Wschr., 1906, 56, 2537. 
2 Quart. J, Med., 1940, 9, 151. 

3% Lancet, 1940, 2, 543. 

4 Amer. J. med. Sci., 1949, 199, 342. 
5 Quart. J. Med., 1940, 9, 215. 


duce evidence of this in thyroxinized rats. The crucial 
experiment should consist in a comparison of oral and 
intravenous methods, but although normal intravenous 
galactose curves are claimed in patients with hyper- 
thyroidism‘* insufficient details of this work are given, 
and it is not clear whether the technique adopted would 
in fact demonstrate hepatic damage; moreover, intra- 
venous tests in thyroxinized rabbits were highly abnormal.$ 
The question cannot therefore be regarded as settled, and 
it may well be that both factors are at work. This 
obscurity need not necessarily diminish the value of the 
test in hyperthyroidism, for both sides are agreed on this 
point. Althausen, Lockart, and Soley are the more en- 
thusiastic and consider the test as reliable in diagnosis 
as the basal metabolic rate estimation. Maclagan and 
Rundle are more concerned with prognosis and treatment, 
but their description of the tést as the equivalent of a 
new physical sign in Graves’s disease appears to be 
justified. 


REORGANIZATION IN L.C.C. PUBLIC HEALTH 
DEPARTMENT 


The medical officer of health of the London County 
Council is in future to be responsible for administering 
the Council’s mental health services. This decision, which 
was reached at the meeting of the Council on March 4, 
means the discontinuance of the Mental Hospitals Depart- 
ment as a separate unit, and the transfer of its work 
and staff to the Public Health Department. The report 
of the committee which brought forward the recommenda- 
tion to this effect stated that no dissatisfaction with the 
past administration of the mental health services was 
implied. The medical officer of health, Dr. W. A. Daley, 
had been consulted, and while he did not ask that the 
work should be transferred to his department, he stated 
that if it was considered to be in the interest of the 
Council that he should undertake the added responsibility 
he would, of course, accept it willingly. No question of 
altering his salary scale or that of his principal officers in 
consequence of such transfer of work will arise. It is 
pointed out in the same report that the Council’s mental 
hospitals and other hospitals have many elements and 
problems in common, and that while hitherto these have 
been dealt with by mutual consultation, between the two 
services, there would be considerable advantage in placing 
under one administrative control both the Council’s hos- 
pitals for the bodily sick and those for the mentally 
sick. - The present system of administration of the 
Council’s mental hospitals, however, differs from that 
of the other hospitals in that the former have always 
been under lay administrative central control. It is con- 
sidered desirable to maintain such lay control as far as 
possible. This is proposed to be done by placing the 
main work in a separate branch of the public health 
department at the head of which will be a layman with 
the designation “administrative officer, mental health 
services,’ who will be responsible only to the medical 
officer of health. The medical officer of health must be 
finally responsible in all matters. The transfer will come 
into effect not later than April 1. 

At the same meeting a further reorganization of the 
public health department of the Council was proposed 
and agreed to, consequent upon the retirement or im- 
pending retirement of the principal medical officers in 
charge of two of the three medical branches of the 
department. The three branches are respectively those 
concerned with general public health, general hospitals, 
and special hospitals, each with a principal medical officer 
with a salary of £2,000 rising to £2,500 in two of the 
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cases and to £2,200 in the other. It has been decided 
that the general and special hospitals branches shall be 
amalgamated and placed under the direction of a prin- 
cipal medical officer, for whom the appropriate salary 
would be £1,800 rising to £2,000. The name of Dr. R. C. 
Harkness, chief assistant in the general hospitals branch, 
is proposed for this position. The position of principal 
medical officer in charge of the general public health 
branch has been vacant since the promotion of Dr. Daley 
to the position of medical officer of health in November, 
1939. The duties and responsibilities of the position have 
been reviewed, and it is considered that an appropriate 
salary would be £1,600 rising to £1,800. The promotion 
of Dr. A. M. Hewat, a senior medical officer, to fill this 
position is recommended. — 





MEDICAL USES OF ARTIFICIAL RADIOACTIVITY 


Radioactive elements have been applied in medicine chiefly 
as “tracers” in biochemical research and as radiation 
emitters in treatment. Tuve' tells the story of the first 
“tracer” experiment carried out about 1912 by Hevesy, 
who left a little radioactive lead with his meat on a 
boarding-house plate one Sunday, and detected radioactive 
Jead in samples from his meals over the next five days. 
The radioactive isotopes of an element have the same 
appearance and the same chemical reactions as their stable 
(non-radioactive) relatives, so that when combined with 
substances suitable for feeding or injecting into plant or 
animal they are handled just like the ordinary compound. 
Thus the metabolism of any element may be followed, 
both qualitatively and quantitatively, by the emission of 
beta or gamma rays by the artificially produced radio- 
active isotope. The biochemist calls such radioactive 
atoms “labelled” or “tagged” atoms, and Bale’ gives 
an example of how by this means, in an investigation of 
insecticides, 0.01 »g. of arsenic could be measured in an 
organ dissected from an insect. Unfortunately the radio- 
active isotopes of carbon, oxygen, and nitrogen have very 
short half-lives, so that experiments have to be done at 
high speed, before the emission of beta rays becomes too 
small for detection. Even so, radioactive carbon, with 
a half-life of twenty minutes, is being used in the study 
of photosynthesis. In-the normal dog iron is absorbed 
from the gastro-intestinal tract in negligible amounts 
when there is no need for it, but in the anaemic animal 
it is promptly assimilated in large quantities. If the 
iron is injected the dog is unable to excrete it. 
“Labelled” iron appears in the red blood corpuscles as 
early as five hours after feeding, but it is not yet known 
whether it is already combined as haemoglobin in this 
short time. It has similarly been shown that the absorp- 
tion of phosphorus by rachitic rats is not affected by the 
simultaneous administration of vitamin D, but the amount 
retained in the metaphyses from seventy-two hours after 
feeding onwards is greatly increased in the rats having 
vitamin D. It will be recalled that the positive line test for 
calcification in the metaphysis also appears three days 
after treatment is begun. Artificially produced radioactive 
substances may be used in treatment in place of radium, 
and may be particularly valuable in studying the effects of 
different wave-lengths—for example, P** gives pure 
beta rays, and Na*‘ gamma rays harder than those from 
radium. But since different elements are often concen- 
trated in different tissues, their radioactive isotopes may 
be used for the intimate irradiation of such tissues—for 
example, iodine for the thyroid. Radio-sodium was used 





1 Radiology, 1940, 35, 174. 
2 Ibid., 184. 


in the treatment of leukaemia by Hamilton and Stone,’ but 
as it is not specially concentrated by leukaemic tissue, 
this was equivalent to total-body irradiation by x rays. Now 
that it has been found that, although the total phosphorus 
content of leukaemic tissue does not differ from the 
normal, it has a greater uptake and exchange of phos- 
phorus than normal tissues have, a selective irradiation of 
leukaemic tissue by means of radio-phosphorus becomes 
possible. Lawrence’ reports two years’ experience of such 
a method, in which the effects of ingestion of a single dose 
of radio-phosphorus have been similar to those of a 
course of x-ray therapy. The maximum dose of sodium 
phosphate has been 3 grammes, containing up to 8 milli- 
curies of radio-phosphorus, which would be equivalent to 
about 3 r daily whole-body irradiation for a fortnight. It 
is obvious which method of treatment the patient with 
chronic leukaemia would prefer if he had the choice, 
Lawrence has also treated two cases of polycythaemia 
vera with good result, for radio-phosphorus concentrates 
in bone and bone marrow, so giving selective irradiation, 
The dosage has so far been small, but from x-ray experi- 
ence it would appear that 100 mec. or more of radio- 
phosphorus could be tolerated, which would give a suff- 
cient localized intensity of radiation in bone to destroy 
multiple myelomata or metastatic carcinomatous deposits. 


SURGICAL TREATMENT OF INFECTED PATENT 
DUCTUS ARTERIOSUS 


Ligation of the ductus arteriosus when present as an 
isolated congenital lesion has been successfully carried 
out, and in 1939 four cases were reported by Gross.’ 
None of these was infected, and it was largely with a view 
to preventing this fatal complication that the operation 
was proposed and undertaken. At that time it was 
doubted whether a case already infected would be suitable 
for surgical treatment, but A. S. W. Touroff and H. Vesell’ 
have operated on four such cases, with considerable success 
in one. ‘The patients were adult women aged 24 to 63, 
who had been practically symptomless until infection super- 
vened. There had been symptoms of infection, which in 
every case was by Streptococcus viridans, for three weeks 
to five months before the operation, and chemotherapy had 
been tried in three of the patients without effect. On 


exposing the ductus the wall was found to be inflamed and - 


indurated and firmly adherent to surrounding structures ; 
severe haemorrhage resulted, and two of the patients died 
on the table from this cause. Friability of the ductus and 
dilatation of the pulmonary artery increase the risk of 
such a complication. Of the two patients who survived 
the operation one was quite well nineteen weeks later, 
having lost all evidence of infection. In the other case, 
however, in which the ductus was ligated but not excised, 
the bacteriaemia was only temporarily reduced, and after 
four months the patient’s condition was deteriorating. It 
was considered probable that in this case there were also 
vegetations on the aortic valve from the outset. It is 
clear that operation on the ductus, difficult enough when 
the ductus is free from infection, becomes doubly so when 
this complication has arisen. In recording a single good 
result out of four attempts, even though it may not turn 
out to be a permanent cure, Touroff and Vesell have 
achieved a notable success. It appears that in order to 
deal surgically with a ductus that has become the seat of 
a subacute .endarteritis from Streptococcus viridans it 
should not be too friable or too adherent, there should be 





3 Radiology, 1937, 28, 178. 

4 Ibid., 1940, 35, 51. 

& Ann, Surg., 1939, 110, 321. 
®J. thorac. Surg., 1940, 10, 59. 
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little dilatation of the pulmonary artery, and the left heart 
and aorta should be free of infection. These conditions 
are most likely to be realized if the treatment is undertaken 
early. Whether or not surgery can remove all risk of 
subsequent reinfection or, in the case of a vessel not yet 


. infected, can give permanent protection against it are 


questions that will have to await an answer for some time. 


DISTRICT NURSING IN WARTIME 


The Central Council for District Nursing in London, 
which comprises eighty-three district nursing associations, 
held its annual meeting at County Hall on February 27. 
The twenty-sixth annual report which was_ presented 
described the past year as a testing time for district nurs- 
ing, but the organization has stood firmly, although 
finance is difficult. No nurses’ home has been rendered 
uninhabitable through enemy action, and despite the fact 
that district nurses have to be constantly about the 
streets, personnel has been spared to a remarkable 
degree. Two district nurses, however, met their death in 
raids. At least twenty nurses have been lent to the 
London County Council for the staffing of rest centres, 
and many more have made themselves available for duty 
in emergency. Some nurses have ‘been lent to first-aid 
posts, where in the circumstances of the last few months 
they have proved most valuable, and others have been 
lent, at least for a short time, as a matter of urgency, 
to air-raid shelters. Strictly speaking, all this is not 
domiciliary nursing, but it is in the larger sense 
closely linked to the normal work of district nursing 
and may provide an even more important oppor- 
tunity to influence public welfare both now and in the 
future. In spite of the continuous movement of the 
London population the number of patients attended 
under the scheme for public assistance nursing shows 
no decrease. Among these were 1,591 cases visited for 
insulin treatment, the number of visits paid during the 
year being 123,157. It was reported to the meeting that 
the King Edward’s Hospital Fund had, at the Council’s 
Suggestion, issued a circular to hospitals urging greater 
use of district nursing associations with a view to reliev- 
ing out-patient departments. 


TREATMENT OF PHTHISIS 


Dr. Peter Edwards’s annual report on the work of the 
Cheshire Joint Sanatorium for the year ending March 31, 
1939, again proves that much better results can be 
Obsained in the treatment of phthisis when, in addition 
to bed rest and a sanatorium regime, extensive but 
judicious use is made of collapse therapy. During the 
year 426 patients were admitted, including 122 T-.B. 
minus and 27 observation cases: 20 stayed less than 
one month, 87 less than three months. One hundred and 
Ninety-two patients were selected for artificial pneumo- 
thorax, 87 for phrenic interruption, and 123 for ad- 
hesion-section. Tubercle bacilli were “ banished from 
the sputum” in all of the 5 T.B.+ 1 cases, in 67% 
of the 153 T.B.+2 cases, and in 34% of the 116 
T.B. + 3 cases—no mean feat when it is borne in mind 
that at this institution culture of the sputum is carried 
Out as a routine when no bacilli are detected in smears. 
Dr. Edwards is reluctant to attach the label “ quiescent ” 
to his patients (“As quiescent is difficult to assess we 
put few in this class”), so that among the sputum- 


positive group only one patient was discharged as 
quiescent, though 98% of the T.B.+ 2 and over 40% 
of the T.B. + 3 group are discharged as improved. The 
paucity of words with which the work of the sanatorium 
is presented, the questionable importance of some of the 
tables given (for example, those connected with body 
weight), and the introduction of second decimals in per- 
centages relating to small numbers further tend to under- 
emphasize sanatorium results that may be considered 
exceptional in this country. Particular attention must be 
drawn to the “statistics of ultimate results” in 4,025 
patients discharged over a period of one to fourteen years, 
of whom only 2.4% have not been traced. The report 
also contains the findings of a comparison between the 
Vollmer patch test and the Mantoux test with P.P.D. 
Contrary to some of the claims made by enthusiasts of 
the patch test it was found that this test could not be 
depended on to detect all positive reactors and that it 
was even not a desirable substitute for P.P.D. first 
Strength. This investigation cannot carry full weight 
unless the authors publish the criteria adopted for a 
positive reaction in each of the tests. 


FRIEDLANDER LUNG INFECTIONS 
Friedlainder’s bacillus, although more often encountered 
in chronic infections of the upper air passages, has long 
been recognized as an occasional cause of lobar pneu- 
monia. Friedlander pneumonia occurs usually in middle- 
aged or elderly subjects, produces extensive consolidation 
in which the upper lobe is often included, and has a very 
high mortality, usually stated to be 70% or more. It is 
not so well recognized that such cases as survive an acute 
attack of this disease may suffer from sequelae caused by 
necrosis in affected parts of the lung. S. Solomon,’ who 
three years ago published a series of cases of Friedlander 
pneumonia, now describes seventeen further cases in which 
the patient survived four weeks or longer, an arbitrary 
period adopted to distinguish the acute from the chronic 
stage of the infection. All but three of the patients were 
over 40 years of age, all but five were males, and ten were 
considered to be alcoholics. Only three recovered com- 
pletely without residual lung damage. The common 
sequel is lung abscess, usually situated in the upper lobe 
and draining freely through the bronchi. Such cases 
present signs of cavitation, often have a blood-streaked 
sputum, and are hence liable to be diagnosed as tubers 
culous. History and sputum examination should serve to 
distinguish them. The earlier the stage at which the sputum 
is examined the greater the numbers of Friedlander’s 
bacillus and the more certain their significance ; with the 
lapse of time secondary infection is apt to obscure the 
picture. Four of Solomon’s cases were treated with 
sulphapyridine and one with sulphanilamide ; all survived, 
but none escaped abscess formation. The case described 
by Surgeon Lieutenant Fraser Sinclair in the Journal of 
February 8 responded well to sulphapyridine and later 
developed an empyema. The sulphonamides may there- 
fore have some value in combating the acute stage of the 
infection, but the effect is neither striking nor complete. 
The surgical drainage of these lung abscesses is not 
recommended ; drainage through the bronchi is free 
and can be aided by postural treatment. Ultimate com- 
plete recovery appears to occur in a few cases. This 
is evidently a condition to be borne in mind in the differ- 
ential diagnosis of cavitation in the upper part of the lung 
in middle-aged patients; it is liable to be confused not 
only with tuberculosis but also with lung cancer. 





1J. Amer. med. Ass., 1940, 115, 1527. 
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MEDICAL PROBLEMS OF A RECEPTION 
AREA 
BY 
R. Y. STONES, O.B.E., W.C., M.D., 
. M.R.C.P., D.P.H. 


The crisis of 1938 gave us time to make careful prepara- 
tion for receiving children from danger zones. .When war 


came and the children arrived these plans automatically 


came into operation, and billets were ready. All went 
according to plan except the bombing, and many parents, 
missing their children, fetched them home again. What 
had not been anticipated, however, was the frequency ot 
nocturnal enuresis among the children, nor were they as 
clean as had been expected. Faults concealed by maternal 
affection were not so readily condoned by foster-parents 
whose beds had been spoilt and their own children 
infected by these visitors. 


Classifying the Children 

When, therefore, a new plan of evacuation was prepared 
a careful history was obtained and a fuller medical exam- 
ination made, so that the children might be classified as 
fit or unfit for billets. This scheme worked well with 
officially evacuated children, but when the Blitzkrieg 
really. started many who had not been put in these cate- 
gories arrived at the centre. Careful preparations tor 
their arrival had again been made: the children were met 
at a centre, welcomed by committees and officials, rested 
after their journey, given milk and biscuits, medically 
examined once again, and drafted to billets. Rather to 
our surprise, however, a large number were unfit for 
billeting. 

Unfortunately few places were ready for receiving 
children who were unfit to be placed in ordinary billets. 
All empty houses had been acquired by unofficial evacuees, 
by refugees, or by Government departments moved from 
vulnerable areas. The sick bay which was to serve the 
whole area was not ready owing to the scant choice of 
empty houses. The hostel for unbilletable children was 
nearly full from the previous evacuations. .-Though hostels 
had been provided by different local authorities, these were 
only prepared to accept special cases of a type chosen by 
themselves. Hours were spent by the medical officer of 
health in trying to find suitable accommodation for those 
with such afflictions as scabies, impetigo, and the bed- 
wetting habit. Also there were contacts with infectious 
diseases who could not be sent to ordinary billets. A 
great number of the children, who had been forced to 
spend long periods in air-raid shelters without ordinary 
care and cleanliness being possible, were found to be 
infested with lice and nits. It was impossible to isolate 
them, so they were sent to ordinary billets and arrange- 
ments were made for the school nurse to attend to them 
as soon as possible. With regard to the former, in the 
end it was necessary to call upon the Poor Law institu- 
tions to accept them while arrangements for their ad- 
mission were made elsewhere. Here they were kept for 
a day or two, and were then sent to the hostels which 
had meanwhile been instructed to receive them. These 
hostels, not having been prepared for such cases, soon 
became dirty or overcrowded. Before long, however, steps 
were taken to correct these defects, and the hostels are 
now serving a very useful purpose. 


Difficulties Met With 


Careful thought had been given by the Ministry of 
Health to the provision by local authorities of institutions 
for evacuated persons, and Circulars 1871 and 1882, deal- 
ing with the matter, had been prepared. Unfortunately 


these were only suggestions ; it had been left to each local 
authority to adopt them or not, and few of these bodies 
desired to add to their wartime burdens. Some shouldered 
the burden nobly, but others took no advantage of the 
suggestions of the Ministry. Expense had to be con- 
sidered, and, though this is recoverable, permission to 
spend was not easy to obtain. 

So now, with a lack of these necessary institutions, it 
is very difficult to deal with problems as they arise. There 
is the probiem of the family bombed out of their home 
who arrive in this safe area. Temporary shelter must 
be found at once, and it is gladly provided in public 
halls and church rooms. As soon as_ possible billets 
are given them. Unhappily there are but few left; 
therefore it is not unnatural that refugees prefer to remain 
in the halls, where they are fed and made comfortable, 
and are loath to search for billets. 

In this way small colonies come into being, each with 
health problems of its own. Sanitary arrangements that 
are adequate for a meeting hall may not be satisfactory 
when the hall is used for continued residence: washing 
arrangements are generally scanty, baths are absent, and 
there is no means of separating the sexes. Minor infec- 
tious ailments which could normally be treated at home 
cannot here be separated from the rest of the community. 
No-‘room is available for the observation of children, 
perhaps sickening for a more serious infectious illness, nor 
can contacts be isolated. A distinct menace to public 
health therefore arises from the continued occupation of 
such premises. 

A problem which we have not yet solved is the placing 
of children who have been treated for skin affections and 
enuresis at the hostel. Foster-parents are naturally chary 
of accepting such children, and the stigma is hard to 
remove. Skin affections should be treated in a hostel for 
minor infectious illnesses, and bed-wetters should first be 
sent to the sick bay for observation and treatment. It is 
found that often a change in the type of, and time for, 
supper, with restrictions in the amount of fluids taken 
with the evening meal. is enough to check the habit. 
These children should then be sent back to their former 
billets, or to new ones. which have been reserved for 
them for a stated period. Full written recommendations 
as to diet, etc., should accompany them. Children suffer- 
ing from frequent nocturnal enuresis, who are apt to block 
beds in the bay and must be removed, shauld be sent not 
to a home for unbilletable children but to a long-term 
hostel under the control of the doctor and matron of the 
sick bay, where treatment would be continued. 


As billets become scarcer the householder becomes more 
discriminating and finds a means of retreat by demurring 
at some condition of the skin of the intended child guest. 
An abrasion or a labial herpes which has become the site 
of a staphylococcal infection is given the dread name 
of impetigo, and so the child is pronounced unfit for 
billeting and must be sent to the appropriate hostel re- 
ceiving such skin cases. Difficulty may be found in later 
placing it in a billet even when the sore is healed. 


Suggested Medical Institutions 


In this reception area we now have the following insti- 
tutions: a home for unbilletable children which is also 
to be used as a sick bay: a hostel for the admission of 
measles with complications, -chicken-pox, etc. (cases of 
scabies and impetigo are also admitted) ; two hostels where 
bed-wetters and mentally retarded children with dirty 
habits, scabies, and impetigo are admitted. These are 
administered by three local authorities. In addition to the 
county fever hospital, which admits all major infectious 
diseases, there is a disused small-pox hospital, which can 
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be opened to receive any cases of infectious disease should 
a major epidemic strain the regular accommodation. In 
the southern part of the county, and not in this district, 
two sick bays and one home for unbilletable children are 
available for the reception of children from this area. 


Experience in this rural reception area has shown the 
need for the following institutions. 


1. Sick Bay.—It is estimated that about 2% of evacuated 
children require indoor treatment for minor ailments. Beds 
should be provided on this scale for minor non-infectious 
illnesses and for convalescents from more serious ones. 
If enuretics are admitted the proportion of beds would 
be increased—e.g., to 3° to 4°. All enuretics would 
be admitted for observation and treatment. According to 
their response they would be sent either to billets or to a 
long-term hostel to continue treatment. Private houses are 
very suitable as sick bays, as they provide rooms for the 
separation of complaints. All major infectious illnesses would 
be sent to the fever hospital of the county authority. 


2. A Long-term Hostel.—This would be under the control 
of the doctor and matron of the sick bay. A matron or 
housekeeper, not necessarily a trained nurse, would be in 
charge. Difficult cases of enuresis and retarded children need- 
ing special care would be housed here. ° 

3. A Hostel for Minor Infectious Diseases——Complicated 
and uncomplicated cases of measles, German _ measles, 
whooping-cough, chicken-pox, and mumps would be admitted. 
Also children with skin affections and dirty heads would be 
treated here as in-patients or out-patients. A trained nurse 
would be in charge. It would be advantageous to have 
hostels provided by more than one Jocal authority. It is 
not unusual for a ward in one of these to be in quarantine 
through the occurrence of a second infectious illness. This 
causes difficulty if other accommodation is not available. 

4. 4 Maternity Home. 

5. A Short-term Home for the little children of lying-in 
mothers. : 

6. A Psychiatric Home for the treatment of difficult 
children, including some bed-wetters, This institution could 
serve a large area or, alternatively, could be associated with 
the sick bay. 

7. A Hostel where children may be temporarily housed 
should absence, sudden illness, or other cause prevent the 
foster-parent looking after the children. 


If a hall is required for the use of refugees it should 
be carefully chosen in advance. It should have separate 
accommodation for the isolation of suspected cases of 
infectious illness and contacts: an adjacent small house 
might be available. Adequate lavatories and washing 
places, either in the building or close by, are essential. 

This list of suggested institutions may seem to be an 
extravagant one, but it is largely in accordance with the 
advice of the Ministry of Health. If the health, comfort, 
and happiness of those who come to us from the danger 
zones can be better promoted by these means no one 
would grudge the expense. 


The- twentieth annual report of the National Executive 
Council of the British Legion (issued from Cardigan House, 
Richmond Hill, Surrey) states that during the year ended 
September 30, 1940, over 4,000 disabled men, war widows, 
and dependants sought the assistance of the Legion in con- 
Nexion with claims for compensation from the Government. 
Constant liaison with the Ministry of Pensions has been main- 
tained. When dealing with compensation claims the medical 


factor plays an important part, and in 194 cases where there 
had been a material conflict of medical opinion the advice of 
eminent medical and surgical specialists was sought. The 
council records its warm appreciation of those members of the 
medical profession who have assisted in this way, and also 
Many local practitioners who submitted very full reports on 
cases, 





ORGANIZATION OF RADIOTHERAPY 
IN WARTIME 


The Faculty of Radiologists called a meeting on February 
21 to discuss the question of the organization of radio- 
therapy in wartime, in view of the interruption in cancer 
treatment owing mainly to the evacuation of population 
from large centres into areas where the special facilities 
for diagnosis scarcely exist, and those for treatment, 
especially irradiation, do not exist at all. 


Dr. W. M. Levirr, who presided, said that a recent census 
taken by the Faculty of the work done in the radiotherapeutic 
departments of the voluntary hospitals of London showed 
that the number of x-ray treatments per day on the average 
was about 176, as compared with 321 before the war. There- 
fore 45° of the patients previously being treated in these 
hospitals were no longer coming for treatment. This reduc- 
tion in numbers was due not to the contraction of facilities 
but largely to the dispersal of the patients themselves over the 
countryside. Early in the war the Ministry of Health was 
asked to take the responsibility for the organization of the 
radiotherapeutic service on the lines possibly of the E.M.S. 
The reply was that the Ministry did not regard this as part of 
its work, and that it was the duty of the voluntary hospitals 
to make their arrangements to meet the emergency. Later the 
Ministry agreed to put at the disposal of cancer patients a generous 
number of beds in E.M.S. hospitals provided that the cost of 
maintenance was borne by the voluntary hospitals from whieh 
the patients would be referred. A scheme for London had 
been proposed on those lines, and similar schemes for other 
large centres were under examination. Such a plan would 
be‘ excellent from many points of view. It would mean that 
patients at present treated in London would be moved out 
and treated in safer areas, and that facilities would probably 
be concentrated in a few places, so that the utmost economy 
of apparatus would obtain. Two days previously the Ministry 
of Health had issued a circular (No. 2283), which in a letter 
was interpreted as follows by an officer of the Ministry: 

‘* All evacuated persons are to be eligible for treatment in 
E.M.S. hospitals in addition to those persons normally trans- 
ferred to E.M.S. beds from the town hospitals. Accordingly 
all these persons will now be brought without difficulty into 
the hospital system when they need treatment, and all that 
remains is to ensure that cancer beds to which they can be 
transferred when necessary are available as required.” 

‘It looked from this statement as though the Ministry was 
prepared to bear the cost of these patients, though it did not 
actually say so. If it did bear the cost this might furnish a real 
basis for the solution of their difficulties. 


Action of the Radium Commission 


Dr. MaLtcotM DONALDSON, as a member of the Radium 
Commission, explained briefly what the Commission had been 
doing since the beginning of the war. It had told the 
Ministry that country centres should be started where radium 
treatment could be carried out in isolated buildings in com- 
parative safety. What Dr. Levitt had just announced might 
facilitate this development. It had been suggested that three 
centres should be organized for the London area, and for the 
rest of the country possibly six. The London area was 
intimately connected with King Edward’s Hospital Fund ; the 
Radium Commission and the Fund had got together, and the 
Fund had asked the representatives of certain hospitals to 
meet it to discuss the formation of one centre to start with. 
His own view was that the centre should be a unit of 200 
beds, and that a staff of radiotherapists and possibly surgeons 
should be chosen from the hospitals which were co-operating 
in the centre. 

Mr. Rock CARLING said that such a centre must be envisaged 
as a complete whole. It was not enough merely to move the 
radium and x-ray sets out to the hospital at the periphery, 
but the staff, including those giving radium and x-ray treatment 
and the specialists in surgery and medicine, must work together 
as a unit. The physicists must be there, too, for although 
treatment had been to some extent arrested by the war, 
research on the physical side had been extremely active. 
There was one difficulty that he foresaw which was rather 
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peculiar to radiotherapy. If a surgeon had a patient with 
tumour of the brain it was a matter of indifference whether 
he sent him to Queen Square, London, or to Manchester, 
Edinburgh, or Oxford. But he believed that the radiotherapist 
up to the present felt a certain amount of reluctance about 
transferring his case into the care of another radiotherapist 
who possibly used a method which he did not approve. He 
hoped that he was mistaken, and that there was in fact in 
radiology more standardization than he had supposed. 


Regional Expedients 


A number of speakers from various areas then described 
the circumstances in their focalities. Dr. BootH of 
Wolverhampton said that at first his town had combined with 
Birmingham in taking over two wards of a hospital in Stafford- 
shire, Wolverhampton having five beds and Birmingham 
twenty. The radium was kept in a well in the grounds of the 
hospital, and only such portions of it were brought up as 
were necessary for daily treatment. For reasons partly 
financial the joint clinic was given up, and Wolverhampton 
was now treating patients with its own radium (240 mg.)}— 
another 200 mg. lent by the Radium Commission had been 
buried—in a reinforced basement block of its hospitai. Dr. 
F. Extts (Sheffield) said that at first a centre with twenty-five 
beds was established about eighteen miles from Sheffield and 
worked very well for about a year. Then the place chosen 
became a vulnerable area, and a move was made to another 
place, where the twenty-five beds for radium treatment were 
transferred, while the x-ray apparatus was taken to the out- 
skirts of Sheffield together with, in a separate building, a ward 
of ten beds. A further six beds were arranged in the hospital 
in the centre of the city, the patients being taken by ambulance 
for x-ray treatment. 


Dr. B. W. WINDEYER said that the bigger and more pressing 
problem in London was that of diagnostic centres where it was 
possible to get hold of the cancer patients in the first instance. 
He thought also that it would be a retrograde step to set up 
radiotherapeutic centres divorced from the general clinical 
and pathological side of hospital work. They had been asked 
not to use radium for interstitial work, at least in London, 
and to use radon. But the position of radon supply had been 
rather desperate. The other day he sent a requisition for 
radon treatment for two cases of carcinoma of the cervix, and 
the reply was, “ You can have it by April 13.” But he under- 
stood that the position would soon be a great deal better 
because of the generous provision of the British War Relief 
Society, an American charitable organization, of £5,000 for a 
radium centre in the south of England. 


After others had briefly spoken, Lieut.-Colonel A. B. 
SMALLMAN (Medical Officer, Ministry of Health) described the 
situation with regard to radium and x rays before and after 
the change in the character of the war inthe autumn of 1940. 
Before that date x-ray treatment was being carried on in the 
ordinary fashion and radium treatment in a restricted fashion 
owing to the precautions which were taken for the safety of 
the element. Last autumn a new situation was created. Many 
x-ray departments had to be closed down, and radium treat- 
ment was still further restricted. Probably the best thing to 
be done was to form cancer treatment clinics in hospitals 
outside the big towns in comparatively safe areas, and of such 
a kind that by the transfer to them of radiotherapeutic appar- 
atus and staff, the surgeons being already in the hospitals, it 
would be possible to form real cancer-treatment units. The 
interest of the Ministry of Health, of course, was not particu- 
larly in radium or in x rays, but in the whole of cancer 
treatment. Inquiries to this effect were being made in some of 
the most badly bombed towns, and were not yet completed. 
People seemed to wish to go on in the old fashion of separate 
radium centres. The Ministry was prepared to give whatever 
help it could, working through the agency of the E.M.S., as 
indicated in the chairman’s announcement at the beginning 
of the meeting. ° 

Dr. RALSTON PATERSON of Manchester deplored the creation 
of waiting lists in cancer cases. A delay of six weeks to two 
months was sufficient to convert a large majority of the 
curable cases into cases for palliative treatment only. With 
the exception of some relatively rare cancers, the cancers in 
which a reasonably high percentage of cases could be cured 








were those of the skin, mouth, breast, and cervix uteri, and 
the last was probably the most important because of the 
manner in which it occurred in relatively young women and 
usually in mothers of families. In Manchester, since January, 
1940, the situation had been met by the creation of a small 
country unit of twenty beds in which purely radium work was 
done, and with this it was possible to cope with work repre- 
sented by fifty or sixty beds, patients being admitted in the 
first instance to the central hospitals with which the unit was 
integrated. After bombing started some twenty outside 
hospitals in North and East. Lancashire and Cheshire were 
used as subsidiary clinics to augment the work of the central 
clinics, practitioners in the areas concerned were notified, and 
the loss of patients at the central clinics was largely made 
good at these outside places, which in peacetime would be too 
small for the purpose. His general conclusion was that each 
hospital, voluntary or municipal, and each radium centre must 
face its own problems and solve them to the best of its ability, 
endeavouring to keep its own clinics going and to create new 
ones in accordance with the requirements of cases. He 
thought they had a claim on the Ministry to help them to meet 
the additional expenditure entailed, in that the cases were as 
much casualties of war as those which were due to direct 
enemy action. 





SHORTAGE OF DRUGS 
MINISTRY OF HEALTH’S STATEMENT 


Certain drugs are now scarce or unobtainable as a result 
of a number of causes arising out of the war. Many such 
drugs can be replaced by others which are in plentiful 
supply and have substantially the same action. The 
Ministry of Health and the Department of Health for 
Scotland therefore urge doctors to refrain from ordering 
or prescribing any scarce drug for which a satisfactory 
alternative is available. For the guidance of the pro- 
fession, a report of the Therapeutic Requirements Com- 
mittee of the Medical Research Council will shortly be 
issued, containing recommendations on the replacement of 
scarce drugs by others with equivalent action. 


Defence Regulation 

As a further step, a Defence Regulation has been made 
empowering the Minister of Health and two Secretaries of 
State (acting respectively for Scotland and Northern Ireland), 
after consultation with the Medical Research Council, to make 
Orders dealing with the replacement of scarce drugs by alterna- 
tives having substantially the same therapeutic action. The 
general effect of any such Order will be to authorize a chemist 
who receives a prescription including a scarce drug to supply 
instead the alternative named in the Order. Any such Order 
will not apply if the doctor expressly writes against the scarce 
substance in the prescription the letters “ N.A.,” or words indi- 
cating that no other substance is to be used or supplied in lieu 
of the scarce substance. 


Potassium Salts 


An Order has now been made under these powers authori- 
zing the replacement of potassium bicarbonate, potassium bro- 
mide, potassium iodide, and potassium citrate by an equal 
quantity of the corresponding sodium salt, subject to the right 
of the doctor, as already mentioned, to give a special direction 
that no alternative is to be used. Further Orders will be made 
from time to time as required. 


Economy in Use of Squill 

With a view to conserving the available supplies of squill, 
doctors are asked to refrain from prescribing squill in all cases 
where its use cannot be said to be essential. The principal 
galenicals containing squill are: Acet. scillae, ext. scillae liq., 
oxymel scillae, syrup, scillae, tinct. scillae: and the strictest 
economy should be exercised in the use of these preparations. 

The committee recently set up by the Ministry of Health to 
prepare a War Emergency Formulary has under consideration 
the question of mixtures and linctuses containing preparations 
of squill, but, pending the issue of revised formulae, a doctof 





An | 
ruary 
Phar 
com} 

are 
Med: 
tion 
Dubl 
Cai 
may | 
sodiu: 
gramr 
and t 
Sou 
above 
or sc 
and s 
(limit: 
Scil 
squill 
Ace 
in pla 
Ox) 
in pla 
Tine 
in pla 
Indi 
its dry 
powde 
atmos 
grains 
Valk 
Indian 
Tinc 
Valeri 
makin 
Indi 
Valerie 
organi 
grains. 
App 
page S 
Ss 
App 
metho. 
S 


Thir 
page | 
The st: 


42, 5 
genera 
of wh 
This a 








—_ 


a=_-~- 


-—-OoOtaorew SSO eee OOH @ | 


}- 4 
pa) 


de 


d), 
ike 
na- 
he 
ist 
ply 
der 
rce 
\di- 
ieu 


ori- 
rO- 
ual 
ght 
jon 
ade 


ill, 
ases 
ipal 
liq., 
test 
ons. 
n to 
tion 
ions 








Marcu 8, 1941 


——— 


B.P. AMENDMENTS 


He BrITIsH 
MEDICAL JOURNAL 373 





when prescribing by title only a mixture or linctus containing 
squill should consider whether the squill is essential, and if 
he decides that it is not he should indicate on the prescription 
that the squill should be omitted. The following are the more 
frequently prescribed preparations containing squill: 


Mist. diuret. N.F. contains acet. scillae. 

Mist. expect. alk. N.F. contains ext. scillae liq. 

Mist. expect. nig. N.F. contains ext. scillae liq. 

Mist. ipecac. c. scill. N.F. contains ext. scillae liq. re 
Mist. senegae ammon. N.F. contains ext. scillae liq. 
Linct. scillae co. B.P.C. contains oxymel scillae. 
Linct. simplex N.F. contains oxymel scillae. 

Mist. oxymellis N.F. contains oxymel scillae. 
Mist. scillae co. N.F. contains oxymel scillae. 

Linct. morph. rub. N.F. contains syrup. scillae. 
Mist. tuss. rub, N.F. contains syrup. scillae. 

Mist. digitalis c. scill, N.F. contains tinct. scillae. 








AMENDMENTS TO THE BRITISH 
PHARMACOPOEIA 


An official notice appeared in the London Gazette of Feb- 
ruary 28 concerning alterations and amendments to the British 
Pharmacopoeia, 1932, whereby a number of medicines and 
compounds and the directions for preparing some of them 
are modified. These amendments. made by the General 
Medical Council, became official from the date of the publica- 
tion of the notice in the London, Edinburgh, Belfast, and 
Dublin Gazettes. Briefly stated they are as follows: 


Cataplasma Kaolini: Poultice of Kaolin. ‘Sodium lactate (70%) 
may be used, in place of glycerin, in making this poultice. When 
sodium lactate (70%) is used the formula is modified so that 425 
grammes of the sodium lactate replaces the same weight of glycerin; 
and the directions for mixing the ingredients are varied accordingly. 

Sodii Lactas: Sodium Lactate. Sodium lactate (70%) for the 
above purpose may be prepared by addition of sodium hydroxide 
or sodium carbonate to a hot dilute solution of lactic acid, 
and subsequent concentration. It contains 70% w/w of C,H,O.Na 
(limits, 68 to 72), and about 209% w/w of water. 

Scilla: Squill. When squill is prescribed, or demanded, Indian 
squill may be dispensed or supplied. 

Acetum Scillae: Vinegar of Squill. ndian squill may be used, 
in place of squill, in making this vinegar. 

Oxymel Scillae: Oxymel of Squill. Indian squill may be used, 
in place of squill, in making this oxymel. 

Tinctura Scillae: Tincture of Squill. \ndian squill may be used, 
in place of squill, in making this tincture. 

Indian squill is the bulb of Urginia indica Kunth, divested of 
iis dry membranous outer scales, cut in slices, and dried. When 
powdered it is very hygroscopic and should be kept in a desiccated 
atmosphere. Doses: Metric, 0.06 to 0.2 gramme; Imperial, 1 to 3 
grains, 

Valeriana: Valerian. When valerian is prescribed, or demanded, 
Indian valerian may be dispensed or supplied. 

Tinctura Valerianae Ammoniata: Ammoniated Tincture of 
Valerian. Indian valerian may be used, in place of valerian, in 
making this tincture. 

Indian valerian consists of the dried rhizome and roots of 
Valeriana wallichii DC. It contains not more than 2% of other 
Organic matter. Doses: Metric, 0.3 to 1 gramme; Imperial, 5 to 15 
grains. 

Appendix VI: Quantitative Test for Lead. In the table on 
page 5S8 of the British Pharmacopoeia, 1932, insert: 


Sodii Lactas ..... erat Dt Se] 2) |S. F alO) P10 


Appendix VII: Quantitative Test for Arsenic. Add the following 
method : 

Sodii Lactas 5? Limit, 5 parts per million. 
Treat 2 grammes as described under ** Potassii Acetas.”’ 

Third Addendum to the British Pharmacopoeia, 1932, Correction, 
page 15. Mepacrinae Hydrochloridum, Mepacrine Hydrochloride. 
The statement of doses should read: 

e 
Metric Imperial 
0.05 to 6.1 gramme 4 to 1} grains 


aa ate - . 


U. J. Wile and H. H. Houman (Arch. Derm. Syph., 1940, 
42, 587) record two cases, in men aged 52 and 58, of 
Zeneralized herpes zoster associated with lymphatic leukaemia, 
of which the first example was described by Fischl in 1914. 
This association is most frequent in middle-aged men. 








Reports of Societies 





INJURIES TO PERIPHERAL NERVES 


A meeting ot the Orthopaedics Section of the Royal 
Society of Medicine was held on February 22 for a dis- 
cussion on “ Injuries to Peripheral Nerves.” 


Mr. S. L. HicGs, in taking the chair, said that the treatment 
of peripheral nerve injuries had, owing to the war, become of 
first-class importance. It was true that much research had 
been done on nerve grafting and regeneration during the last 
few years, but the practical problem of restoring the nerves 
remained much as it was left at the end of the last war. It 
was very necessary to recall the lessons which were then 
learned. 

Mr. W. Row ey Bristow said that injuries to peripheral 
nerves, relatively unimportant in peacetime, took an alto- 
gether new position in war, and it had been thought well that 
these cases should be segregated. The segregation was at 
present mainly in three centres, but if casualties increased 
every orthopaedic centre would get its fill of this work. It 
was necessary for the older surgeons to cast their minds back 
for some twenty years in order that some elementary mistakes 
should be avoided. It was impossible to keep these patients 
in hospital during the whole of the long period required for 
recovery of nerve function; therefore arrangements were 
being made to have them re-examined by the surgeons and 
physicians who handled such cases in the last war, and an 
effort would be made to follow them up and have them back 
at their original centres for re-examination at intervals of two 
months or so. 

The material under review at one centre at present com- 
prised 145 cases. Injuries of the ulnar nerve predominated, 
followed closely by injuries of the musculo-spiral and median, 
and then of the sciatic. Up to date only twenty-three of these 
patients had been dealt with by operation. During the period 
of observation treatment was divided into postural and that 
directed to aid nutrition. In postural treatment the relaxation 
of the paralysed ‘muscle, with which they were all so familiar, 
was carried out. There was only one proviso—namely, that 
they must not keep the hands stiff in a case of musculo-spiral 
palsy. In sciatic nerve injury there were two deformities to 
be considered from the point of view of postural treatment 
namely, fixed flexion deformity of the interpharyngeal joint of 
the great toe, and foot-drop. 

In treatment directed towards aiding nutrition they worked 
on the ordinary lines—heat, massage, electrical stimulation, 
re-education, and exercise. How far was electrical stimula- 
tion of muscles of real value after complete division of 
the nerve? His mind was not made up on this point. On the 
physical side no treatment of this kind had any effect on the 
rapidity or completeness of the regeneration of the nerve, but 
on the psychical side it did make a difference for the patient 
who had a paralysed limb to see his muscles contracting and 
relaxing and to see a joint which had appeared paralysed 
and dead moved again by the action of his own muscles, 

encouraged by the masseur. 


Principles of Operation 


With regard to the time of operation (Mr. Bristow continued) 
it was laid down by the Medical Research Council after the 
last war that no period was too long to preclude the possible 
regeneration of the nerve. J. S. B. Stopford of Manchester, in 
the British Journal of Surgery, 1922, published the results 
of resuture of injured nerve in cases in which the primary 
suture had failed, and his conclusion was that if a period of 
more than three years had elapsed since the time of the 
injury suturing was not worth while, but that it was worth 
while at any time up to two years. Harold Stiles, writing in 
one of Sir Robert Jones's books at about that time, said that 
he always felt it was wiser to operate early, and, as a rule, in 
cases in which he had waited a long time because they were 
showing some evidence of early regeneration he found when 
ultimately he had to operate that it would have been better 
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if he had operated sooner. A consensus, therefore, favoured 
early operation, as soon as circumstances permitted. 

Repair was effected by end-to-end suture. He stressed the 
need for very wide exposure. The ulnar nerve could be 
exposed from the wrist to the axilla, and the freeing of-it, in 
his experience, had never resulted in any ischaemia. Before 
operating it was essential that the surgeon should know a good 
deal about the patient. This was not a question of walking 
into the theatre to perform a technical exercise. One must 
be prepared to examine the nerve with a faradic battery or 
condenser discharge apparatus at the time of operation. In 
operating on a mass of scar tissue one would sometimes be not 
too certain which nerve was which, and the faradic apparatus 
would be of great help in differentiating. 

The question of neurolysis and the freeing of scar was one 
of mobilization. It was a matter not of peeling off a sheath, 
but rather of freeing the nerve from the scar tissue which 
was pulling on it and irritating it with every movement of the 
limb. The great majority of nerve grafts in the last war had 
failed. Since then work had been done on the facial nerve in 
which the value of graft had been proved. He personally had 
an open mind -about grafting, but it was certain that the 
autogenous cable graft was to be recommended. It was 
possible that the new method of suture by fibrinogen in plasma 
might make a difference. Imperfect recovery of function and 
sensation was almost invariably found in the most favourable 
cases after secondary suture or resuture, but, as Farquhar 
Buzzard had said; even when injuries to the nerve involved 
complete division they might in favourable circumstances be 
successfully treated in so far as a certain degree of usefulness 
was retored to the limb. If, however, the parts affected were 
needed for highly specialized work or sustained effort they 
were almost certain to be found wanting. 


Disturbances of Function 


Dr. J. St. C. ELKINGTON said that from the clinical point 
of view lesions of peripheral nerves constituted a number of 
clear-cut and uniform pictures. He discussed them under the 
headings of motor, autonomic, and sensory functions. In the 
case of motor function he pointed out the necessity for 
differentiating clinically between anatomical severance of the 
nerve and a state in which the fibres were temporarily out of 
action without being divided. In many cases it was possible, 
even in the early stages, to make a fairly accurate guess 
whether the motor fibres of a peripheral nerve were truly 
divided or merely out of action. With the undivided nerye the 
tone of the muscle very often did not disappear completely, 
and the degree of wasting was much less. But sometimes the 
two conditions could not be distinguished clinically, and it 
was here that electrical examination was important. Another 
point in motor function was the relative vulnerability of the 
different types of fibres in a mixed bundle. The motor fibres 
appeared to be exceptionally receptive of injury, and might 
lose function while sensory nerves retained it, a fact which had 
led many to regard some conditions, wrongly, as functional. 

Autonomic disturbances were particularly to be seen in the 
skin, but also in the subcutaneous tissue. The most con- 
spicuous was loss of sweating ; another was an increase in the 
growth of hair in the affected part. There was a decrease in 
the normal power of healing of the tissues. In long-standing 
cases there might occasionally be seen a marked osteoporosis 
in the bones of the affected limb. Derangement of sensory 
function was usually found distributed in two ways, the more 
important being diminution or loss of one or more varieties of 
sensation, and the other, spontaneous sensation in the absence 
of adequate stimulus. In any given mixed group of nerves the 
area of total sensory loss was very much less than the area 
anatomically supplied by the nerves. During the recovery of 
sensory function the first step was generally the return over 
the completely anaesthetic area of crude sensation, followed 
by a gradual shrinkage of the abnormal area as normal sensa- 
tion advanced. 

Pathological Aspects 


Dr. J. G. GREENFIELD said that almost everything depended 
on the bridge between the two ends of the divided nerve ; this 
was true in cases of complete division of nerve fibres even 
when the sheath of the nerve was not damaged, as in bruises. 


eas 


Even under ideal conditions, such as animal experiment, jt 
was out of the question to expect the nerve fibres growing out 
from the upper end to reach the corresponding nerve fibres at 
the lower end with which they had had contact before, because 
there was always in division a very intricate neuroma with 
numerous axons coming off; similarly there was branching of 
the old nerve channels from the lower end. Nevertheless, 
owing to various factors, including re-education, conscious 
and @nconscious, the end-results might be fairly good. In this 
bridge of the gap there was considerable delay while the nerve 
fibres were finding their way through the complex neuroma 
to the peripheral end. It was remarkable how long these peri- 
pheral channels remained in perfectly good condition for re- 
ceiving the new nerve fibres. For as long as two years they 
could accept the nerve fibres and conduct them to the end- 
organs, and that was one of the hopeful points about nerve 
grafting. 

Mr. JOCELYN Swan, speaking about the time to operate, said 
that in the last war they learned to place very great reliance 
on condenser discharge reactions. A nerve which did not show 
any change in voluntary response might show a definite change 
in response to electrical stimulus. That led to delaying the 
Operation in many cases, and in a number of these it had 
been possible to see return of function without operation. In 
his view no nerve case should be operated upon for five or six 
months after the injury, nor for two and a half to three months 
after the wound was soundly healed and the condition had 
become satisfactory. At operation a wide exploration of the 
nerve should be made, particularly above and below the region 
of injury. He condemned any suture which went through the 
nerve. All nerve sutures should be done in a perineural opera- 
tion with the finest thread that could be obtained. With 
regard to end-results, it was not possible in the last war to 
get anything like a good follow-up, but he was able to follow 
a number of cases for a year or eighteen months, and had 
had many letters from patients. Best results were obtained 
with the musculo-spiral nerve. He did not think the patient 
with a median-nerve injury ever completely regained the sensi- 
bility of his fingers. With the sciatic nerve the results were 
not good. Better results were obtained with the external 
popliteal than with the internal. 

Dr. GeorGE RIDDOCH said that one serious defect in the 
treatment and repair of patients in the last war was in follow- 
up and after-care. The Medical Research Council was now 
planning an adequate follow-up of a sufficient number of cases, 
at least one thousand, over a period of five years. Adequate 
occupational therapy would be introduced at the centres, and 
when the patients were discharged he hoped there would be a 
scheme whereby they could obtain what physical treatment was 
needed. A man ought to be placed for treatment as near his 
home as possible and as soon as possible. The initial distri- 
bution of patients before actual treatment was started should 
be made with a view to the convenience of the subsequent 
follow-up. The plan proposed would include the employment 
of research workers. 


SERUM TREATMENT OF DIPHTHERIA 


At the last meeting of the Section of Medicine of the 
Royal Academy of Medicine in Ireland, with the president, 
Dr. R. H. Micks, in the chair, Dr. R. A. Q. O’Meara and 
Dr. C. J. McSweeney read a paper on the serum treatment 
of hypertoxic diphtheria. 

Dr. O’MEaARA compared the clinical results from diphtheria 
antitoxin now obtained with those of the earliest days of its 
use, showing that matters were worse rather than better, and 
that. some essential factor had been missed out in the process 
of development of antitoxin. He advanced a new conception 
of the nature of diphtheria toxaemia and the specific treat 
ment required to combat it. The toxin, he said, was composed 
of two substances, one of which (A) was highly lethal to the 
guinea-pig and present in large amounts in  Park-Williams 
No. 8 toxin as prepared in the laboratory. It had _ been 
assumed that hypertoxic diphtheria was due to the produc- 
tion of this substance in excessive amounts, but in actual fact 
little of it was found in the human patient. Conversely, 
laboratory toxin contained relatively little of the second com- 
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stituent (B), but it was this substance which determined hyper- 
toxic diphtheria. ‘“ B’”’ promoted the penetration of the tissues 
by “A,” and, in excess, led to a great increase in the size of 
the local lesion, in the gelatinous oedéma around it, in the 
amount of necrosis, and in the tendency to wasting and 
paralysis. Ordinary antitoxin contained a high proportion of 
the antibody to A, but relatively little of that to B. On the 
administration of antitoxin clinically, therefore, B was not 
neutralized and the antitoxin was rendered non-avid, dis- 
sociation of toxin from antitoxin took place on dilution in 
the body, and the toxaemia continued unabated. Antitoxins 
rich in the antibody to B were required for the treatment of 
diphtheria toxaemia. 

Dr. C. J. McSweeney recapitulated the clinical manifesta- 
tions of hypertoxic diphtheria: faucial oedema which might 
even simulate quinsy; rapidly developing cervical cellulitis 
involving the whole of the tissues—so-called * bull neck ” ; 
albuminuria beginning after the fourth day and persisting for 
two, three, or four weeks ; subcutaneous or submucous haemor- 
rhages (in the most severe toxaemias only): fall in blood 
pressure, most marked just before the onset of symptoms, 
and cardiovascular failure on or before the tenth or twelfth day. 
He then classified under four grades all cases admitted to 
Cork Street Hospital. In Grade I the membrane was confined 
to the tonsils, or was purely Jaryngeal, and took the form of 
speckling, spotting, or scattered patching. In Grade JI there 
was a coherent patch of membrane not involving the palate, 
or in the larynx with faucial lesions not extending over the 
pillars. In these cases toxaemia was present and paralytic 
sequelae not uncommon. If death occurred in either of these 
grades it was due to some intercurrent cause, not toxaemia. 
In Grade III the membrane involved the palate, with or 
without investment of the uvula and/or nasal discharge. 
Toxaemia in this grade was considerable, and there was usually 
much faucial oedema, buli neck, and multiple paralyses. 
These cases constituted fully 75° of the “ gravis” diphtheria 
problem. In Grade IV there were toxic haemorrhages from 
mucous membranes and into subcutaneous tissues, with 
bruising at the site of injections, associated with lesions in the 
nasopharynx and much oedema of the throat. Toxaemia here 
was extreme and cardiovascular failure inevitable when com- 
mercial antitoxins were used. Multiple paralyses were almost 
inevitable in survivors, and these cases constituted the remain- 
ing 25°, of the “gravis” problem. The grades represented 
Stages of the process of circumferential spread of the mem- 
brane. In hypertoxic diphtheria all stages might be gone 
through within twenty-four or thirty-six hours. The degree 
of toxaemia was indicated by the sum of the two factors: 
extent of membrane, and oedema. No anxiety need be felt 
about paralyses in Grade II cases if: commercial antitoxin 
were given reasonably promptly. For some reason, once 
the membrane crossed the faucial pillars dangerous cardio- 
vascular sequelae were to be expected. The case fatality was 
1% or less in Grades I and II; nearly 16° in Grade II]; and 
nearly 50% in Grade 1V. In April, 1940, a small quantity of 
Dr. O’Meara’s avid serum rich in anti-B factor had become 
available for use in eight Grade III and eight Grade IV cases. 
The first four were given maximal ~doses corresponding to 
those of commercial antitoxin; the remaining twelve were 
given from 16,000 to 40,000 units each. Only one death 
occurred, a case mortality of 6.2°5, as compared with the 50°% 
anticipated in this type of case. After relating four case 
histories Dr. McSweeney summarized the difference in clinical 
behaviour as follows: none (except the fatal case) showed 
early or late cardiovascular failure; the clearing of the 
oedema and membrane was much accelerated ; there was little 
Or no albumin in the urine at any fime; only a few paralytic 
sequelae were Observed ; the bull neck often disappeared within 
forty-eight hours of administration of the new serum; and 
there was no appreciable fall of blood pressure but, indeed, 
in some cases a rise. c 

After the anti-B factor serum had been used up, twenty 
consecutive Grade III and IV cases had been treated with 
Serum taken from the same horse, only at a much later stage, 
When little or no anti-B factor was present—thus correspond- 
ing with commercial antitoxin. The case fatality rate had 
been 40%. The clinical proof of Dr. O’Meara’s thesis 
appeared to be complete. Unfortunately serum rich in anti-B 
factor was not at present available. 
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Prof. HENRY Moore characterized this as a monumental 
communication. Dr. A. R. Parsons asked why Dr. 
McSweeney had drawn the line at 120,000 units; he himself 
never gave more than 100,000 units. He asked where the limit 
should be drawn, and if the serum neutralized in the same 
way as an alkali did an acid. Dr. T. O. GRAHAM said that 
the toxicity of diphtheria in Dublin was very high compared 
with other parts of the world. The variability in antitoxic 
properties of sera was probably due to varying amounts of 
B antibody. Dr. J. MCCANN asked if it was now wise to give 
large doses of streptococcal serum in cases complicated by a 
secondary streptococcal infection. Dr. W. R. F. Coris asked 
if convalescent serum had been tried, and if suprarenal extract 
had been used to tide patients over the critical stage of fall 
of blood pressure. Prof. L. ABRAHAMSON said that he had 
recently become aware that diphtheria mortality was creeping 
up and that serum was losing its efficacy in some cases. 
Prof. HANS SACHS stressed the fact that the pharmacological 
action of diphtheria serum was not really helpful from the 
human point of view, though it had antitoxic value as a 
serum. He wondered if the problem of avidity were really 
related to the B toxin. Some substances which intensified the 
action of toxin also intensified the action of other toxins, and 
the bacilli might produce not the real toxin but a pro-toxin. 
Dr. BRENDAN O’BriEN asked if in Grades IIIf and IV there 
Were any cases known to have been immunized by the ordinary 
methods available. Dr. OLIVER FitzZGerRaLD asked if the B 
substance could be removed and A only injected; if so, 
would there be no reaction at all? Dr. ALAN THOMPSON 
asked whether in the first thirty-six hours there would be better 
results from using a mixture of avid serum and ordinary 
commercial serum, providing both anti-A and anti-B substances. 


Local News 





SCOTLAND 


Orthopaedic Care in Scotland 
In an address to the Edinburgh Women’s Luncheon Club 
on February 19 Dr. J. M. Mackintosh, Chief Medical Officer 
of the Department of Health for Scotland, said that when the 
War came to an end some of the very large number of hos- 
pitals which the Department of Health had built and had 
taken over would have to be used for pensioners and some 
would be absorbed in meeting the shortage of beds which 
had been notorious in the general hospitals for many \ears 
past. With those that remained he hoped something more 
creative would be done, and he suggested that some part of 
these beds should be devoted on a regional plan to the care 
of crippled children. In England there were over forty volun- 
tary orthopaedic hospitals, many of them with a number of 
clinics served from the centre. In Scotland there was one 
hospital, the Princess Margaret Rose Hospital, which had 
developed an orthopaedic system on the English model, and 
there were one or two municipal hospitals doing orthopaedic 
work, but in general very little had been done for the crippled 
child. Four first-class -country hospitals were wanted for 
chronic orthopaedic cases. The hospital by itself, however, 


- was not enough; the early discovery of the cripple, diagnostic 


facilities, and: various kinds of care were also needed. 


International Control of Disease 


Sir Alexander Russell, who until recently was Public Health 
Commissioner with the Government of India, lectured at 
Dundee on February 24 on the international control of disease. 
He described the setting up of the International Office of Public 
Health with its headquarters in Paris and the framing of the 
first International Sanitary Convention in 1912. He referred 
particularly to the new aspect in international control since 
air traffic began to make it possible for infected persons -and 
insects to be transferred thousands of miles within the incuba- 
tion period of many of the dangerous infectious diseases. 
An air convention was adopted in 1934 whereby, in countries 
where plague, cholera, and small-pox were endemic, passengers 
leaving by air were required to be in possession of recent 
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inoculation and vaccination certificates. Under the terms of 
the convention every country was required to notify particular 
aerodromes as its ports of entry for air traffic, and these aero- 
dromes had to comply with certain requirements before they 
could be classed as “ sanitary.” Until the fall of France the 
Paris office held meetings every six months to review the work- 
ing of the conventions. Sir Alexander Russell is now in 
charge of anti-diphtheria measures in Scotland, and he men- 
tioned that during the last six weeks approximately 250.000 
persons had been immunized ; the number aimed at is 800,000. 


Hospital Beds in Glasgow 


Sir Patrick Dollan, Lord Provost of Glasgow, presiding at 
the Court of Contributors of the Victoria Infirmary on 
February 19, suggested that an excessive number of beds had 
been reserved for air-raid casualties in Glasgow. He urged 
that the Department of Health should review the matter and 
take more into consideration the local knowledge of hospital 
governors and staffs. At the Victoria Hospital there were 
300 beds so reserved, and the average waiting list at this hos- 
pital was above 600. He also drew attention to the large 
number of road accident victims, and suggested that the three 
city infirmaries—the Royal, the Western, and the Victoria— 
should combine in an inquiry into the subject, on the assump- 
tion that a large number of these casualties were avoidable. 
One matter for inquiry might be the fact that five times more 
males than females were injured: was it that women were 
more “safety-conscious” than men? It was reported that at 
the Victoria Infirmary there was a deficit on general mainten- 
ance account of £17,000. The cost of maintenance. owing to 
the rise in the price of commodities, showed an increase of 
nearly £12,500 over that for the previous year. 


Central Midwives Board 


At the last meeting of the Central Midwives Board for 
Scotland intimation was made of the appointment of the 
following persons to be members of the Board for a period 
of five years. The appointing body is named within paren- 
theses. 

Mr. Peter Taylor, Mrs. Frances A. W. B. Allan, Miss Mary 
McGhie, Miss Margaret Wilson Risk, and Miss Margaret Rachel 
Gouk (Department of Health for Scotland). 

Mrs. Clarice M. M. Shaw (Association of County Councils for 
Scotland). 

David Robertson, M.A., LL.B. (Convention of Royal Burghs). 

Miss Isabella Cromarty Dewar (Queen's Institute of District 
Nursing, Scottish Branch). . 

A: 3: Macgregor, M.D., F.R.F.P.S. (Society of Medical 
Officers of Health for Scotland). 

Prof. R. W. Johnstone, M.D., F.R.C.S.Ed., F.R.C.0.G. (Univer- 
sity Court of Edinburgh). 

Prof. Margaret Fairlie, M.B., F.R.C.O.G. (University Court of 
St. Andrews). 

Prof. James Hendry, M.B., F.R.F.P.S., F.R.C.O.G. (University 
Court of Glasgow). 

Prof. Dugald Baird, M.D., F.R.C.0.G. (University Court of 


Aberdeen). 
W. F. T. Haultain, M.B., F.R.C.S.Ed., F.R.C.0.G. (Royal 


College of Physicians of Edinburgh, Royal College of Surgeons of 
Edinburgh, and Royal Faculty of Physicians and Surgeons of 


Glasgow, conjointly). 

David Dale Logan, M.D., F.R.F.P.S., and William Leslie 
Cuthbert, M.B. (Scottish Committee of the British Medical Associa- 
tion). 

Prof. Johnstone and Prof. Hendry were elected chairman 
and deputy chairman respectively .for the ensuing year. 
Examiners were appointed and institutions were approved for 


the training of pupil midwives. 





IRELAND 


Medical Meetings in Belfast 


A wartime innovation has been introduced in the collaboration 
of the Ulster Medical Society and the Northern Ireland Branch 
of the British Medical Association in a series of very success- 
ful meetings which are being held in the Whitla Medical Insti- 
tute, Belfast, every fortnight. Members of the R.A.M.C. are 
invited, and there has been a large attendance at every meeting 
to hear papers on varying subjects and to take part in the dis- 
cussions. The first of the series, under the presidency of 
Mr. T. S. S. Holmes, was held on November 20, 1940, when 
Lieut.-Colonel L. B. Cole read a paper entitled “ Diabetic 





=» 


Coma in a Series of Young Diabetics.” He dealt with the 
causes of coma and its treatment, and mentioned some 
measures which might prove effective in its prevention. In a 
paper entitled “ Peripheral Arterial Embolectomy ” Major H, 
Agar recorded the operative details as well as actual cases, and 
explained that this condition, formerly thought hopeless, 
could now be tackled surgically with a reasonable hope of 
recovery. 

The meeting on December 4 was preceded by the ceremony 
of the unveiling of the portrait of the late Sir Robert John- 
stone—a gift from Lady Johnstone. Mr. Holmes paid elo- 
quent tribute to Sir Robert’s professional attainments and 
spoke warmly of his qualities as a man. Dr. Charlotte 
Warner then read a paper on * The Child, the Community, and 
the General Practitioner,” in which she emphasized the im- 
portance of the doctor’s taking a more active interest in the 
child’s welfare from the post-natal period to the years of 
puberty. She also expressed the opinion that advice should 
be given by a doctor rather than by the child’s relatives, and 
illustrated her contentions by quoting cases with which she 
had come into contact. Major B. W. Rycroft read a paper 
on “ Some Recent Advances in Ophthalmology ” and illustrated 
it with two films, one on the fitting of contact glasses and 
the other on corneal grafting. At the next meeting Lieut.- 
Colonel R. W. D. Turner, in a paper on “ Sciatic Pain,” out- 
lined the defects in the present means of diagnosis and passed 
on to a classification of sciatic pain in its different forms. 
Each condition demanded specific treatment, and Colonel 
Turner dealt particularly with extradural injection for acute 
sciatic neuritis and local injection into the fibrositic muscles, 
Dr. B. R. Clarke read a paper entitled * Case-finding in Pul- 
monary Tuberculosis.” He described the cineradiography 
method of discovery and illustrated his points with statistics 
and an excellent series of x-ray photographs showing various 
lesions. Then followed an animated discussion, in the course 
of which Mr. R. J. W. Withers spoke of his experience with 
sciatic scoliosis and showed slides illustrating the value of a 
plaster jacket. Three papers on “ Non-penetrating Injuries 
caused by Blast” were contributed by officers of the R.A.M.C, 
Lieut.-Colonel R. Coyte classified blast injuries into two main 
categories—blast in air and in water. He divided these again 
into injuries caused by near, moderately near, and far-distant 
blast, and quoted cases illustrative of these types. Major 
W. C. Barbour described two cases of blast in water in which 
there had: been a perforation of the ileum about eighteen inches 
from the caecum, and discussed the mechanism of the produc- 
tion of the condition. A paper by Major J. W. Osbourne 
was read by Major H. E. Bonnell in the absence of the 
former through illness. The physics of blast waves were dealt 
with, and quotations from Zuckerman’s experiments showed 
the effects of blast on animals at certain distances. Post- 
mortem findings were related, together with a description of 
symptoms and treatment, in the cases of intracranial damage. 

A discussion of the casualty services in Northern Ireland 
was the subject of an interesting meeting in which Prof. T. 
Flynn, Dr. F. M. B. Allen, and Dr. F. P. Montgomery were 
the principal speakers. Prof. Flynn, Chief Casualty Officer for 
Belfast, described the collection of casualties and the procedure 
to be followed in the event of a raid, emphasizing the import- 
ance of the * Report Centre.” An account of the Emergency 
Medical Service was given by Dr. Allen, Hospital Officer to 
the Ministry of Public Security, in which he described the 
position of the various hospitals in Northern Ireland and the 
facilities for the treatment of wounded in the area of each 
hospital. He mentioned the mobile surgical teams, which 
could be sent to any part of the country, and emphasized his 
desire to see a store of .plasma in every casualty-receiving 
hospital. Dr. Montgomery spoke of the Royal Victoria Hos- 
pital, Belfast, as a casualty-receiving hospital and discussed the 


various protective measures for the safety of the institution. | 


He also dealt with the problems of staffing and the possibility 
of having to carry on the work of the hospital when water, 
gas, and electricity supplies were not available. During the 
discussion which followed, the D.D.M.S., Brigadier D. T. 
Richardson, offered his whole-hearted help to the civil authort- 
ties in the organization of the casualty services. At the sixth 
meeting of the series Dr. R. Thompson of Armagh read an 
instructive paper on the “ Depressive Phase of Manic-depres- 
sive Insanity,” quoting Kraepelin’s classification of the disordef 
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and detailing the several degrees of the melancholia cases. 
He discussed the symptomatology of each type and described 
their treatment, emphasis being laid on prevention of suicide 
and on the necessity for rest in bed. Prof. J. H. Biggart then 
gave an address entitled “ The Interrelationship of the Endo- 
crine Glands” and showed a large number of slides of the 
various changes found in cases of overacting and underacting 
pituitary. He pointed out that the physiology of these glands 
was based on animal experimentation and was therefore fal- 
jacious, and that further human study was required. Through 
the courtesy of Colonel W. R. Ward, A.M.S., a meeting was 
held at the 24th (London) General Hospital, at which a large 
number of cases of clinical interest were shown. 





Correspondence 





Medicine in a Changing World 


$in,—The correspondence which has followed the publica- 
tion of the lecture on “Trends in Nutrition” and your 
leading article on “ Medicine in a Changing World” in the 
issue of January 18 indicates that at least some of the members 
of the Association think that the medical profession should 
make a contribution to planning for post-war reconstruction. 

While there may be differences of opinion as to what part 
medicine should play in planning, there is general agreement 
that planning is necessary. It is now being realized that this 
war is the convulsive end of an epoch. When the fighting 
finishes there will be a new order of some kind. To avoid a 
breakdown of the economic and social system we must have a 
plan for the adjustment of the existing system to make possible 
orderly progress towards the new order. To this end the 
Government has already set up a new Planning Department, 
and a number of other influential groups are planning inde- 
pendently. 

But what are they planning for? Between the last war and 
this one there was a great deal of economic planning on both 
a national and an international scale. The main schemes 
which came to fruition were those which restricted the produc- 
tion and distribution of commodities which people need. This 
setting up of barriers between the common people and the 
great wealth which science has made possible tends to per- 
petuate economic distress and poverty. This led to discontent 
and a feeling of frustration which the Dictators exploited to 
gain the allegiance of the common people, and especially of 
youth, to whom they promised a new and better economic 
system. 

And now we start planning again. But this time, whatever 
ideas the planners may have, there is a strong and growing 
opinion that instead of piecemeal planning for sectional in- 
terest there should be comprehensive planning for the welfare 
of the whole population. In Government planning the first 
objective should be to provide the necessities of life for all 
the people governed. Mr. Churchill’s reference to the fuller 
life of the common man, and Mr. Bevin’s reference to rele- 
gating the miseries of poverty to the limbo of the past, as the 
main objective of post-war reconstruction, have given ex- 
Pression to this idea. 

Now here is where medicine can make an invaluable contri- 
bution both to national and to international planning. It can 
define the requirements for physiological and psychological 
Well-being, which are essential for a full life. By defining the 
first objective of planning they will have set it upon the right 
course, 

In your leading article you point out the danger of the 
Profession’s being involved in politics. The profession would 
lose its influence if it allowed itself to become the battle- 
ground for conflicting political and economic theories. While 
members of the profession as citizens should be free to hold 
any political views they think right, the profession as a pro- 
fession should be apart from, and above, politics. But it 
should be interested in the promotion of health, and planners 
should look to it for guidance on the kind of conditions under 
Which the common man would be able to attain his fullest 
Inherited capacity for health and physical fitness. A statement 


of these conditions based on facts, so far as they can be ascer- 
tained, would be a scientific, not a political, statement. 

If the B.M.A. would undertake the task of laying down the 
standards needed for health and set them forth in what you, 
in your leading article, call a ‘“ medical charter,” it would do 
much to lift all this planning out of the party political sphere. 
It would give the planners something definite to plan for, and 
enable them to deal with realities instead of with political and 
economic theories. As your correspondent Mr. Sayle Creer 
points out, the needs of man are absolute and unchanging and 
can be ascertained by investigation, whereas economic and 
political laws are alterable by man. Once the standards for 
human needs have been determined, the necessary political and 
economic adjustments can be made to provide for the needs. 
A statement of the needs would be a chart to planners. Once 
they had a clear idea of what was needing to be done they 
would tend to forget their conflicting theories and collaborate 
to devise ways and means of getting at the desired objective. 

In the present crisis, when people of all shades of political 
opinion are co-operating in a spirit of good will to save free- 
dom and build a better world, the B.M.A. can make an invalu- 
able contribution to human welfare. It has the knowledge and 
the authority to state the first things that should be done. If 
the terms of the proposed * medical charter” were fulfilled 
that is, if conditions were such that the whole population can 
attain physiological well-being—the worst evils of the past 
would be abolished. We would be well on the way to the 
new era of plenty. Indeed, we would be more than half-way 
home. 

It is to be hoped that the B.M.A. will rise to the occasion 
and produce a charter which might well be of greater impor- 
tance for humanity than many of the great historic political 
charters and declarations.—I am, etc., 


Aberdeen, Feb. 24. 


* * 


x Sir John Orr’s letter, to which reference is made in a 
leading article at page 366, brings this correspondence to a 
close.—Eb., B.M.J. 





JoHN Boyp Orr. 


Effect of Peritoneal Irritation on Intestinal Activity 


Sir,—I have read with pleasure and interest the paper by 
Mr. D. M. Douglas and Dr. F. C. Mann (February 15, p. 227). 
The subject of functional paralysis of the intestine was the 
theme of the Bradshaw Lecture I delivered in 1934, and I 
chose it “in the hope of inciting more workers in this country 
to enter a field of clinical and experimental research from 
which knowledge that will halve the risk and quarter the 
suffering that now attend abdominal operations is waiting to 
be garnered.” 

The problem is one which requires a welding of clinical and 
laboratory research, and no theory founded on experimental 
work can be acceptable unless it accords with and explains 
the clinical facts. An enormous number of experiments on 
dogs and other animals have been carried out, many of which 
to my mind miss the mark. For instance, a loop of gut or 
its afferent or efferent vessels are ligatured, and the investigator 
seeks to discover why the animal develops certain symptoms 
and dies. But surely the basic reason is the ligature! 

Post-operative functional obstruction may be accompanied 
by peritoneal irritation, but the accompaniment is not constant, 
and, vice versa, peritoneal irritation frequently exists without 
any functional obstruction. The cases that most of all need 
investigation, and an explanation of which would throw a 
flood of light on the problem, are those in which functional 
obstruction occurs after operations not opening the peri- 
toneal cavity, such as prostatectomy and nephrectomy, or 
sequent to states in which an operation plays no part, such as 
lobar pneumonia and severe injuries about the hip-joint. 

The conclusion I reached in my lecture was that the motor 
and vasomotor disturbances in the intestine, fundamental to the 
derangement, are caused by an agent generated somewhere in 
the tissues that the operation, accident, or disease has injured, 
and that this tissue lies either in the peritoneal cavity or in 
close proximity to it. Such evidence as is available suggests 
that its production has some relation to partial circulatory 
interference in the tissue in which it is produced. Whether the 
agent, once produced, acts directly by blood or lymph con- 
veyance or indirectly through the splanchnic nerves is not 
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clear, but the latter seems the most probable if only one 
manner of action exists. I deliberately employed the term 
“ agent’ in the same sense as the mathematician employs “ x” 
to denote an unknown quantity, but if speculation may be 
indulged in I would say it is probably a substance, bio- 
chemical in nature, which antagonizes the mechanism which 
links the nerve-ending to the muscle. 

I would hope that Mr. Douglas and Dr. Mann before they 
continue their valuable work would read my paper (if they 
have not already done so), because I think it would help them 
to determine the course that experimental work should take in 
order to reap the greatest advantage.—I am, etc., 


Feb. 23. VicToR BONNEY. 


Chemoprophylaxis by Proflavine 


Sir,—In the valuable contribution made by Dr. Frank 
Hawking on the prevention of gas-gangrene infections by the 
local application of sulphonamide compounds, published in 
your issue of February 22, there is a short reference (p. 265) 
to comparative tests made with proflavine. Considerations of 
space doubtless prevented the full presentation of his results 
under this heading, but from what he does say we agree with 
your leading article on page 283 of the same issue, that the 
“acridine compounds still have a claim to consideration.” 
Thus Dr. Hawking does not mention whether any of the 
animals died after proflavine prophylaxis: evidently some sur- 
vived, because we learn that wounds reopened on the third 
day showed, only small numbers of bacilli and “ fairly healthy 
tissues.” This seems to compare favourably with his  sul- 
phonamide series, in which he says that “smears from the 
wounds on the third day invariably demonstrated great num- 
bers of Clostridia,” while sloughs and necrotic tissue were 
present. We regret that he deprecated the use of the acridine 
compounds on the grounds of the mediocre results obtained 
in the last war. We have carefully read the reports published 
at that time and have generally found it impossible to establish 
which member or members of the acridine series had been 
used. In our experience both acriflavine and euflavine are 
highly damaging to the tissues, whereas proflavine sulphate 
and 2:7-diamino-acridine are practically harmless. We can 
well believe that a wound might not prosper after treatment 
with either of the two first-mentioned compounds. 

During the past year proflavine sulphate has been used in 
this department in the prophylactic treatment of head wounds, 
including six cases of compound fracture or gunshot wound 
of the skull, with gratifying results. In five of these six cases 
solutions of 0.1% proflavine at pH 6.3 (made from Boots 
isoflav tablets) were used freely as irrigating lotions to the 
exposed brain and skull wounds after débridement had been 
carried out and before the wounds were closed by primary 
suture. In the sixth case multiple small penetrating wounds 
had been caused by the discharge of a shot-gun at close range 
and several of the pellets had entered the brain. As a 
thorough débridement was technically impossible the various 
puncture wounds were treated by a single irrigation with pro- 
flavine solution. Only one out of the six patients died, the 
remainder, including the case of shot-gun wounds, healing by 
first intention without any signs of wound infection or oedema 
of the brain. In the fatal case death occurred twelve hours 
after operation from shock due to multiple injuries to other 
parts of the body. Histological examination of the brain 
showed no damage in excess of the trauma inflicted —We 
are, etc., 

Dorotuy S. RUSSELL. 


Nuffield Department of Surgery, 
P -_ Murray A, FALCONER. 


Oxford, Feb. 27. 


Sir,—In a recent paper of mine on the prevention of gas- 
gangrene infections by the local application of sulphonamide 
compounds, a brief reference was made to some comparative 
tests undertaken with proflavine. I must apologize if a false 
impression has been given that I wished to cast doubt upon 
the use of this compound as a wound-antiseptic. In the few 
animals which were treated with 1% or 0.1% proflavine the 
results were approximately equal to those after treatment with 
sulphathiazole. However, no detailed comparison between 
proflavine and sulphathiazole was made, partly because this 
lay outside the intended scope of the investigation and partly 
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because it was understood that sufficient clinical experience 
(which is the final arbiter) was now available to assess the 
merits and limitations of the use of proflavine. Dr. Dorothy 
Russell and Mr. Murray Falconer have kindly permitted me 
to see their letter describing the six cases treated with this 
compound. A comparison between a series of human wounds 
dressed with sulphonamides and a parallel series dressed with 
proflavine would certainly be most valuable. Such a study, 
however, would have to be made at a large centre where 
much material was available.—I am, etc., 
National Institute for Medical Research, 
London, N.W.3, March 3. 


F. HAWKING, 


Local Application of Sulphonamides 


Sir,—In view of the recent work on local sulphonamides, 
are we not justified in putting into immediate and wide-scale 
effect some of the known results? Would it not be reasonable 
for all wounds to be dusted with sulphanilamide powder (or, 
better still, sulphanilamide 2 parts and sulphathiazole 1 
part) before the first-aid dressing is applied? To first-aid kits 
could be added a modified pepper-pot with a screw cap to 
cover the perforated end, filled with powder. It would be a 
matter of moments only for a first-aid man to unscrew the cap 
and sprinkle the powder on to the wound before applying the 
first dressing. He need not interfere with the wound and need 
not contaminate the top of the “ pepper-pot ” with his fingers. 

Dr. F. Hawking (February 22, p. 263) has shown that two 
hours’ delay in applying sulphonamides locally produced fatal 
results in his animal experiments. 

For those cases of wounds which after admission to hospital 
cannot immediately be taken to the theatre on account of 
shock or pressure of other cases, insufflation of the wounds 
with sulphanilamide and sulphathiazole powder as soon as 
possible appears to be indicated. Early in the period of resus- 
citation many wounds could have the fine nozzle of: an 
insufflator gently inserted into the depth of the wound and a 
reasonable amount of powder blown in, without disturbing 
the patient or interfering with the treatment of shock. One 
could then leave each patient to take his proper turn in the 
theatre list, with some certainty that the growth of many viru- 
lent organisms would, at any rate, be inhibited.—I am, etc., 

E. S. CLAYTON, 


Manor Hospital, Walsall, Medical Superintendent. 
Feb. 22. 


A.R.P. Casualties 


Sir,—In some recent admissions shock seems to have 
been far greater than could be accounted for by the nature of 
the injuries. It appears that until last summer four blankets 
were considered to be the standard’ equipment for each 
stretcher in the ambulance. In some districts, however, two 
blankets were withdrawn during the summer months, and it 
appears that these have not been restored for winter- service; 
neither have hot-water bottles been conspicuously in evidence. 
In some cases I saw the patients shivering with cold. 

To facilitate quick exchange of blankets on arrival at 
hospital there should be a standard ruling for all districts and 
all authorities in this respect. Recent experience indicates 
that two blankets, however cunningly folded, are insufficient, 
notably in the case of a large patient, whose body surface 
loses a correspondingly greater quantity of heat. 

It might make for speed and efficiency if local authorities 
were told to provide a thick felt or stuffed underpad, covered 
with spongeable material, just fitting and tied to each stretcher 
in the ambulance ; when soiled it could be exchanged at the 
hospital, as is the case with the blankets. Some of the blankets 
in use, especially the cotton ones, are more weighty than warm. 

Attention to these matters is evidently urgently required.— 
I am, etc., 

London, W.1, Feb. 24. G. H. Cott. 

Sir,—May we submit the following comments on the article 
by Dr. Margaret Ball and Mr. George Quist. Our comments 
are based on a personal experience of some eighty air-raid 
casualties. 
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Our operative technique differed from Ball and Quist’s only 
in the routine use of sulphapyridine powder as a dressing for 
the excised wound, 

We have had no case of gas gangrene. None of the three 
cases Of gas gangrene reported by Ball and Quist had received 
local sulphonamide treatment, which Hawking (February 
22, p. 263) has shown experimentally to be more éffective 
than systemic administration. This is also borne out by the 
gries of cases reported by King (February 15, p. 231) and 
others. 

Ball and Quist do not regard routine x-rays of the limbs as 
absolutely essential. We have found that in the absence of 
routine radiographs of the limbs the existence of complica- 
tions which necessitate the removal of small foreign bodies 
may be overlooked, and that secondary operations undertaken 
ata time when infection has become established may then be 
required. We quote the following case as an example. A 
man aged 49 had a small penetrating wound in the right calf. 
This received routine operative treatment, but a subsequent 
radiograph showed a small bomb fragment lodged in a fracture 
of the fibula. This fragment required removal later owing to 
sepsis, and Osteomyelitis is now established. 

In our series the results of resuscitation treatment. including 
blood and plasma transfusion, were uniformly good, only one 
patient dying of shock after admission. It would be interesting 
to hear which, if either, of these two contrasting results has 
been the more general experience.—We are, etc., 

W. H. GRAHAM JeESSOP. 

Cardiff, Feb. 24. ARNOLD S. ALDIs. 


§in,—The data given by Dr. Margaret Ball and Mr. George 
Quist (February 22, p. 273) are useful and interesting, but there 
are some further details which many of us would like from a 
first-aid viewpoint. 

How far away was the incident? Was it in a closed or an 
open space? Was there an awkward or long ambulance 
journey? Could blast have complicated the shock of these 
patients? Was any morphia given or other shock treatment 
attempted at the site of the incident? Was any fluid given by 
mouth? If so, what? Were the tourniquets complained of 
applied by trained first-aiders? 

| might add that I have tried to crystallize “shock ~ to my 
first-aid pupils as “loss, more or less complete, of muscular 
and nervous tone.” They can all grasp the difference in tone 
of their own muscle when fit and when exhausted.—I am, ete., 

Devon, Feb. 23. W. EF. BENSTED-SMITH. 


Calcium Metabolism 


Sik,-In the discussion on calcium metabolism in your 
columns One important point has not been brought out. | 
refer to the methods of estimation of calcium. The accurate 
determination of this element in biological material presents 
some difficulties, especially in the analysis of low-calcium 
diets. The analyst unaccustomed to this particular estimation 
may be unaware that the results he is producing are incorrect. 
Calcium balance experiments are not easy to carry out, as Dr. 
R. A. McCance remarks, and a carefully planned experiment 
isas easily ruined in the laboratory as in the ward. 

It is possible that much of the conflict in the evidence that 
appears in medical literature has its origin in experimental 
oO analytical errors which might be obvious if more details 
Were reported.—I am, etc., 

Royal Infirmary, Glasgow, Feb. 25. A. B. ANDERSON. 


Sikn—Regarding Dr. R. A. McCance’s article on calcium 
metabolism (February 22, p. 276), it is curious that what is, 
Ma Way, a mass experiment of administering calcium by 
inhalation has received so little attention. 1 refer to workers 
lime dusts. Fisac (1909) reports that in Spain the workers 
I quicklime and plaster-of-Paris are immune to tuberculosis. 
despite the fact that they live in squalid dwellings and are 
Underfed. Hamburger (Journal, January 8, 1916) states: 
“Labourers in limekilns do not get tuberculosis.” In a dusty 
thik industry in France M. Rénon reported an absence of 
luberculosis among the workers, though they were ver\ 
ilcoholic.—} ant, ete., 

Birmingham, Feb. 27. W. J. BURNS SELKIRK. 








Control of Scabies 


Sir,—I quite agree with Dr. Allan Bigham (February 22, p. 
294) that scabies might well be treated in gas decontamination 
stations. This procedure has been adopted in this borough 
for some weeks past and is working quite satisfactorily. 
I have notified the general practitioners that if they wish any 
of their patients suffering from scabies to be treated at the 
first-aid post centre they should notify me and the matter 
will be arranged. In this way a number of adults and children 
are constantly being cleansed, and both doctors and patients 
appreciate the facilities that have been provided. 

I have had no experience with benzyl benzoate therapy, but 
if this method of treatment is more certain and effective than 
sulphur ointment the eradication of scabies would be helped 
by facilities being given for an increased supply of benzyl 
benzoate.—I am, etc., 

W. F. CorFIeELD, 

Colchester, Feb. 24. Medical Officer of Health. 

Sir,—I was much interested to read Dr. Allan Bigham’s 
letter on scabies, and I readily approve his suggestions for 
stamping out the disease. 

In general practice in this industrial area in the Midlands 
| have noted with growing concern the steadily increasing 
incidence of scabies, and I feel that unless more intensive 
measures are adopted for its control it may seriously affect 
the output of employees engaged in work of national impor- 
tance. I am repeatedly confronted with the young panel 
patient who is keen to be treated and rid of the pest, thus 
permitting him to perform his work satisfactorily and enjoy 
proper rest, but am further informed that other members of 
the family have the same disease, and for reasons of financial 
need (not enjoying the benefits of free treatment) or perhaps 
sheer apathy remain untreated, and so form a source of 
infection to an ever-increasing circle of contacts. 

It would appear, therefore, that stricter control is required, 
and I venture to suggest that (1) scabies should be a notifiable 
disease, and (2) local authorities should provide facilities for 
free treatment as in the case of other infectious diseases.— 
I am, etc., 

Tipton, Staffs, Feb. 23 J. BorrieE Harris. 


Chicken-pox with Bell’s Palsy 


Sik,—In your issue of February 15 (pp. 234 and 236) were 
two most interesting articles on “ Paresis following Herpes 
Zoster ” (Drs. A. Barham Carter and John B. W. Dunlop) and 
* Bell's Palsy and Herpes Zoster” (Major John D. Spillane), 
which brought to my mind a case of chicken-pox with Bell's 
palsy which occurred in my practice about ten years ago. The 
patient was a healthy girl of 11 years who had the severest 
attack of chicken-pox 1] have ever seen: the rash was very 
widespread, particularly on the face, and constitutional dis- 
turbance was severe. On the fifth day of the illness, while 
she was still febrile, there appeared a complete peripheral 
facial palsy. The well-known association between chicken- 
pox and herpes zoster supplied an explanation, though it had 
not been my experience (then) to see a case of motor-nerve 
involvement in a case of the latter. The paresis cleared up 
completely in about six weeks. 

Since this experience | have always felt that the typical 
Bell’s palsy must be due to a virus akin to that of herpes 
zoster, as it surely would be a much commoner condition 
if chill were the only causative factor, and this hypothesis, | 
note with interest, is supported by Major Spillane in his article. 

I am, etc., 

Surbiton, Feb. 25 A. R. C. Doorty. 


Muscular Lesions in Somatic Pain 


Sir,_-The observations of Mr. Martin Button (August 10, 
1940, p. 183) upon muscular rheumatism, and of those who 
took part in the subsequent correspondence, have been abun- 
dantly confirmed by my experiences in general practice during 
the past two and a half years. Since the publication of the 
earliest work of Sir Thomas Lewis and Mr. J. H. Kellgren 
(Journal, February 12, 1938, pp. 321 and 325)1] have been read) to 
give this method a trial in all cases of somatic pain, and many 
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apparently of visceral origin. The general practitioner is very 
conveniently situated with a view to carrying out important 
researches upon somatic pain, for he constantly sees large 
numbers of these cases, and he is provided with an instrument 
of great scientific precision in local anaesthesia. 

So regularly does a persistent search reveal a muscular lesion 
that I have come to regard this as the cause of any case of 
obscure pain until proved otherwise. Intramuscular nodules 
are found in many cases of headache, in a number of cases 
of painful shoulder, and in the majority with “* brachial 
neuritis.” They occur in all cases of pleurodynia, and in 
many cases which resemble angina pectoris. Muscular lesions 
can. simulate the symptoms in every kind of visceral disease, 
and they can usually be discovered in lumbago, “ sacro-iliac 
disease,” and sciatica. They can be found in adjacent muscles 
in association with painful knees, and they occur with almost 
regular frequency in painful feet. Their frequency is unbeliev- 
able to one who has not become familiar with the idea of their 
existence. They have certain sites of election where they 
will be found with almost monotonous regularity. These 
situations are tender in the normal subject, and are the site of 


soreness when an untrained muscle becomes “ stiff” from 
fatigue. These situations are: 

Symptom Situation 
Headache Nuchal muscles at about the level of the 


sixth cervical vertebra. (Cyriax, British 
Medical Journal, 1938, 1, 1367.) 

Anterior border of trapezius in rid- 
clavicular line. 

Extensor muscles just below external 
epicondyle. 

Edge of erector spinae. 


Shoulder pain 
Pain in forearm and hand 
Pleurodynia. . 


Lumbago and * 
iliac strain ~’ 


*" sacro- 

Edge of erector spinae; more com- 
monly in fibres of origin of gluteus 
maximus, just outside posterior 
superior spine. (This spot was 
described by Souttar in 1923.) 

Same as for lumbar pain. 

Lower half of gluteal mass. 

. Region of adductor tubercle: upper 
ends of calf muscles. (Kellgren, 
Clinical Science, December, 1939.) 

Plantar surface of first metatarsal; 
deep situation in sole near scaphoid. 


Abdominal visceral disease 
Sciatica 
Painful knees 


Painful feet 


The rectus abdominis should be carefully examined when 
abdominal discomfort is prominent. Nodules may occur in 
any other muscles. ; 

The reality of this condition is gradually coming to gain 
recognition, as shown by the correspondence in your columns, 
and by the recent observations of Copeman and Burt (Post- 
graduate Medical Journal, September, 1940) and of Harman 
and Young (Lancet, June 22, 1940). J. B. Mennell has for 
years been writing on painful deposits in muscles, to which, he 
Says, pain can often be solely attributed. The conception of 
neuritis should now be allowed to lapse into oblivion. In 
most (probably all) cases pain which shoots down a limb is 
not due to a nervous but to a muscular lesion. It is probable 
also that the orthodox views of many other common ailments 
will come to be modified in the light of these researches. 

Copeman and Burt, among others, complain that their results 
are inconsistent ; that they cannot predict which cases will be 
cured and in which the pain will recur. This also was my 
experience in the earlier stages of my observations, and indeed 
often enough at present. Many failures were due to my 
inability to distinguish between the referred tenderness and the 
tenderness of the lesion itself. The referred pain and tenderness 
tend to be located in the region of joints, and bony points 
beneath the skin may be acutely tender. It is disastrous to 
inject these points, though some immediate improvement will 
follow. The true lesion should be sought in adjacent muscle. 
Similarly, tendons, periosteum, and joint capsules should not 
be infiltrated ; their tenderness will be found to vanish as if 
by magic when the true lesion is anaesthetized. 

The discovery by Kellgren that a localized lesion can cause 
widely distributed referred pain and tenderness has opened up 
a large new field in which symptoms encountered every day 
attain a new significance. We are thus provided with the key 
to the understanding of many rheumatic manifestations, which 
are proved to have a common origin. I am reminded of the 
statement of Pennington (British Journal of Rheumatism, 1939, 
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p. 3) that fibrositis, lumbago, sciatica, and neuritis are al 
local names for a probably identical process. 

The researches I have mentioned will in the long run bring 
about an entirely new conception of the origin of pain, 
Hitherto we have been obsessed with nerves; pain is said to 
be due always to pressure on nerves. The knowledge that 
widespread tenderness will disappear on anaesthetization of 3 
single painful spot should lead us to discard the views accepted 
at present, and to consult the work of Lewis upon nocifensor 
nerves (British Medical Journal, 1937, 1, 431 and 491). An 
area of injury to tissue becomes surrounded by a Spreading 
zone of hyperalgesia. This is brought about by a reflex 
through the nocifensor nervous system. Lewis likens the 
appearance of hyperalgesia to a process of secretion ; injury 
to the tissues causes a nervous reflex by means of which a 
substance is liberated from the cells which lowers the threshold 
of pain nerve-endings. Similarly with a painful muscular 
lesion; its presence causes a continued stimulation of the 
nocifensor network immediately surrounding the lesion, and 
sometimes in distant areas. Further researches upon. this 
network will no doubt demonstrate the linking up of the 
various somatic tissues and viscera in a unity whose closeness 
has not yet been generally suspected.—I am, etc., 

Bunbury, Western Australia, Dec. 3, 1940. MICHAEL KELLY, 


Malignant Measles 


Sir,—In view of the fact that “ black ” or malignant measles 
is of such rarity that a man of the late Claude Ker’s wide 
experience could write that he had never seen an_ instance, 
the following case may be worth putting on record. 

A child aged 9 months was brought to my surgery at 
2.30 p.m., having vomited about half an hour previously. It 
was pale, with a temperature of 100.4° F. and a slightly in 
creased respiration rate but no other physical signs, and the 
skin showed no suggestion of a rash. 1 was, however, im- 
pressed by the apathy of the child, indicating a degree of illness 
which the mother clearly did not appreciate, for I had to 
insist firmly that the child must be taken home at once and 
put to bed. 

I was called to see it again at 2 a.m, the following morning. 
I found it in extremis: respirations rapid and shallow, lips 
cyanosed, and swallowing reflex absent. Its face, trunk, and 
limbs were covered with a measles rash which was deep purple 
in colour. Some of the spots had petechial centres and there 
were scattered purpuric areas up to half an inch in diameter, 
The child died within an hour and just over twelve hours after 
being first seen. The mother insists that until the onset of 
vomiting “there was nothing wrong with her.” 

The fulminating character of the illness, the nature of the 
rash, and the fact that an epidemic of measles was in progres 
in the town left little doubt as to the diagnosis. It has been 
stated that the disease should be differentiated from small-pos. 
In this instance the rash bore no resemblance to that of variola, 
of which I have had the opportunity of seeing several examples, 
and the child had been vaccinated.—I am, etc., 


Tiverton, Devon, Feb. 13. AUDREY Z. BAKER. 


Intramuscular Quinine for Malaria 


Sixk,—Medical officers who have come to this country if 
the last few years have been imbued with the idea that intr 
muscular injections of quinine are fraught with danger. Th 
quickest and most efficient and comfortable method of treat 
ing malaria is thereby denied to many patients. The danget 
of abscess formation is negligible if the precaution is taken 
to empty the needle of quinine by a shot of air from th 
syringe before it is withdrawn. If this is not done a track of 


quinine will be left when the needle is withdrawn, The are 
of injection should, of course, be massaged well. 
In Kano practically everyone is infected with malam@ 


during the rains. Three daily intramuscular injections ol 
quinine grains 5 are found to cure the acute symptoms 4 
malaria in all but the most exceptional cases. Quinine 
afterwards given by the mouth in small doses. This is the 
routine in this native hospital of 300 beds, partly on accoul 
of its cheapness. The injection solution is made up in the 
dispensary, 5 grains of quinine bihydrochloride to 1 c.cm. 
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water. The needles are regularly sharpened, and the injection. 
it given into the gluteus medius, is usually painless. The 
patient lies on his side and his uppermost leg is fully flexed. 
The upper border of the gluteus maximus is usually seen and 
the injection made at that level. This is about 23 to 3 inches 
below and behind the anterior superior iliac spine. 

| have never seen abortion caused by an injection of quinine 
even in those in whom a dose of 5 grains of quinine by the 
mouth causes pain in the uterus and _ bleeding. 

Intravenous quinine should be reserved for cases of cerebral 
malaria. Europeans have an attack of syncope and some- 
times a feeling of impending death just after the intravenous 
injection which can be most unpleasant. Africans do not 
suffer in this way, but owing to its rapid excretion it is not so 
eficacious as the intramuscular route. 

Furopeans in Nigeria who take prophylactic quinine. while 
not having any temperature. often suffer from general lassi- 
tude, a heavy head, and occasional headaches. One injection 
of quinine is usually found sufficient to remove these and other 
malaria symptoms. Personally I submit to an intramuscular 
injection of quinine rather than suffer the unpleasant effects 
of large doses of quinine by the mouth. 

Atebrin (quinacrine), while being very valuable in certain 
cases, particularly blackwater fever, does not suit all patients. 
and the relapse rate appears to be high.--I am. ete.. 

Kano, Nigeria, Dec. 12. R. N. HALL. 


Cyciical Mucosal Ulceration 


Sir,-1 was interested to read the article on cyclical mucosal 
ulceration by Dr. M. H. Pappworth (February 22, p. 271). It 
would be interesting to know whether an eosinophil count was 
made, and, if so. whether it was more than normal. One 
aks this question as so many conditions which occur in 
cveles in some patients have an allergic origin.—I am, ete., 


Liverpool, Feb. 24. J. BERNSTIEN. 


Shelter Policy 


Sik, —It is stated that 1,502 deaths resulted in January. 1941. 
from enemy air raids, and these will continue steadily if things 
remain as they are. Is the B.M.A. and are doctors generally. 
whose objectives are the preservation of life and health, satis- 
fed that all is being done, as far as can be, to lessen this 
holocaust of our courageous fellow countrymen and women? 
If not, our primary duty is to make a formidable demand at 
once to the Government and to the Minister of Home Security 
to take all steps, as far as is humanly possible, to prevent this 
wounding and suffering in our home front line. Who of us 
wil volunteer to do so? . 

In support (1) | refer to the Journal of February 15 (p. 250), 
which records a conference of the Association of Architects. 
Surveyors, and Technical Assistants, of the National A.R.P. 
Co-ordinating Committee, of various local authorities, and of 
doctors, which urged that a higher standard of protection 
against high explosives and a better shelter policy be intro- 
duced (without further departmental delays). Dr. Joan 
McMichael advocated, from a medical and safety aspect. the 
maximum degree of safety with a minimum of risk of disease, 
a is afforded by “ two-stage” shelters (Haldane), because they 
could be strengthened so as to render them proof against 
medium (and even higher) calibre bombs. It is true that the 
Regional Commissioner for London, in charge of the shelter 
“problem,” advocates the use of Anderson shelters. and Lord 
Horder believes in * domestic ” shelters, but this Governmental 
viewpoint of * dispersal” is certainly not shared by all experts 
and is not in accordance with recent tragic experiences. 
Again, (2) recognizing the vulnerability and repeated 
bombings of London and provincial hospitals, with losses of 
Patients’, nurses’, and doctors’ lives. bomb-proof hospitals 
should be provided for the (comparatively small) number of 
tasualties and sick persons who cannot be moved out of the 
danger zone. For those casualties that can be moved suitable 
ferroconcrete buildings should be requisitioned along wide and 
‘rategic roads and their basements adapted as comparatively 
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“afe clearing stations, other patients being removed outside 
the danger zone (Socialist Medical Association leaflet, 33. 
Murray Road, Northwood. Middlesex). Many of the flimsy 
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structures that have been and are being provided as shelters 
are potential death-traps. 

These two gaps (1 and 2) in our home defences are a direct 
help to Hitler, and are comparable to the disastrous military 
events which led up to Dunkirk. How long will those of the 
medical profession, who mean to win this war, allow this 
* slaughter of the innocents” to continue without a collective 
challenge?—I am, ete., 

F. G. BUSHNELL, M.D.. 

Woking, Feb. 24. Major R.A.M.C., T.F. (retired). 


Supplementing the Dietary 


Sik,—In the last war many doctors had notices in their 
surgeries exhorting their patients to “Eat less bread.” and 
it seems to me that the time is now ripe for other notices 
referring to the present food situation. 

Possibly *“ Eat more potatoes and less bread,” “ Carrots are 
good for you,” and suchlike might be useful; but the out- 
standing requirement at the moment is some instruction about 
supplementing the foods which are in short supply—the fats 
and the proteins. Eggs might be recommended for theif fat 
content. but unfortunately they go in with the scarcer proteins. 
meat, cheese, and fish. Milk also is not so plentiful that it 
can be used largely in additional amounts. Some recommen- 
dation should be made of the next best foods for their 
protein content—peas, beans, lentils, and oatmeal. A soup 
made of the pulses would be excellent, but the need that most 
folk feel is for a recipe for a pea or lentil soup which ts 
palatable without the unobtainable ham bone in it. The 
vegetarians have been making it for years, and if the Ministry 
or the B.M.A. could produce posters containing practical 
advice in plain language, not in the highbrow sentences which 
sometimes adorn the hoardings of one or another of the 
Ministries, there is litthke doubt that doctors would put them 
up in their waiting-rooms. The patients might or might not 
be impressed by a blessing from the medical profession, but 
they would in any case have to sit and stare at the poster for 
a certain amount of time, and some of it would sink in. 

It might be considered advisable to refer to the * Scottish 
ploughman’s diet ~ recently mentioned in the Journal (January 
11, p. 63); but thé motive should be to point out that there 
is plenty of food of all necessary kinds if only a little trouble 
is taken. A short note might be added about use of vitamins 
in (if necessary) capsule form. one a day. May we hope for 
some action?—I am, etc.. 


Leigh, Lanes, Feb. 24. JosePH JoNts, M.D. 


Medical Planning Commission 


Sin,—As one of the younger members of the profession | 
should like to add my opinion of the B.M.A. Planning Com- 
mission and the future of medicine. I think that the chiet 
reason why the Commission has met with so much criticism 
is the secrecy with which it was appointed without authority 
from the profession as a whole. For many reasons the Com- 
mission is not representative and does not command _ the 
support of a large body of the profession. It would seem. 
furthermore, from the Prime Minister's statement in the House 
of Commons, that the Government is not going to put much 
weight on the findings of the Commission. It seems to me, 
therefore, that the Commission is going to waste its time, and 
that the whole Commission. as appointed by the B.M.A.., 
should be dropped. 

I do feel, however, that the B.M.A. has done the right thing 
in taking the lead and suggesting that now is the time to plan 
for the future. No man can say how long the war will last. 
and it would be wrong to wait for the end of the war before 
beginning what will necessarily be lengthy deliberations on the 
future of medicine. 1 suggest, therefore, that the Government 
be strongly urged to appoint a small but representative Royal 
Commission. representative of every branch of the profession 
of general practice in country, town, and colliery, of consulting 
medicine, research, teaching and public services, and especially 
of young and old, male and female. 

Before it can hope to plan for the future the Commission 
must find out what is wrong with the medicine of the present. 
A profitable approach to the problem would be a questionary 
sent out to every British member of the profession, whethe: 
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at home or in the Forces, to ask (1) what from his experience 
he considers to be wrong with the present medical service of 
the country ; (2) what suggestions he has to improve matters. 
The inclusion of the Forces in the questionary answers the 
criticism that this is the wrong. time to have a Commission 
because so many are serving over-seas. A questionary would 
allow everyone to play his part in planning for the future. 
From the result of this investigation a constructive scheme for 
the future could be elaborated. 

When one considers some of the faults of the present system 
some of the requirements of such a service immediately spring 
to one’s mind: 

1. The pooling of hospital beds. The present system, in 
which the voluntary hospital has a waiting list of anything up 
to five years while the municipal hospital in the same city has 
none, is manifestly absurd. Furthermore, in many teaching 
centres there is a shortage of clinical material for teaching in 
the voluntary hospital, with consequent overcrowding by 
students, whereas there is an abundance of material in the 
municipal hospital to which the students are not allowed access. 
I believe that the Nuffield Provincial Hospitals Trust is at 
present concerning itself with some of these problems. 

2. A fairer scheme for admission to hospital. Selection of 
cases for admission from the waiting list should be governed 
by the urgency of the case and not by the payment of a 
consultation fee to a member of the hospital staff. In one 
hospital 1 know a patient with an inguinal hernia will wait two 
years for admission as an “ ordinary case ~ and not more than 
a week if he has paid his three guineas. 

3. Better pay for some house officers, for all research 
workers, registrars, and members of the nursing profession. It 
is absurd that some house officers and nurses. with all their 
responsibility for the lives of their patients, should be paid 
less than the maids, whose responsibility is to scrub the flcor 
or tend the potato peeler. There must be many good young 
men who are deterred from attempting to climb up the tree 
to the honorary staff for fear of falling by the wayside through 
financial difficulty, especially when they are well up the tree 
and in the perilous stage without support when they first 
become junior members of the honorary staff. 

4. The more even distribution of work in general practice. 
There is no valid reason why the general practitioner in a 
wealthy practice should earn much more money than a man 
doing three times more work in a depressed area. 

5. Improvement of the standard of medicine. There should 
be compulsory “internship” for at least six months after 
qualification before going into practice, and facilities for all 
practitioners to keep up to date, with compulsory attendance at 
refresher courses at frequent intervals. 

6. A solution of the financial difficulties which trouble the 
middle-class patient and the poor non-panel patient in outlying 
parts of the country in obtaining treatment. Only a few 
weeks ago I inquired my way at a farm so remote that the 
nearest doctor’s fee was £1 per visit. 

7. Better facilities for jaboratory investigations at a reason- 
able cost, especially in country districts. 

8. Better system of promotion. Promotion in any of the 
branches of the service should depend on ability, experience, 
and the degree of responsibility attached to the post, rather 
than on graft, nepotism, or merely on age or duration of 
service. ' 

I feel that a full-time State Medical Service is the only one 
which can fulfil these and many other requirements. I do not 
for a moment hold with the argument advanced, especially by 
some senior physicians, that such a service would abolish initia- 
tive, individuality, or ambition. With the system of promotion 
mentioned the reverse would be the case. Space will not 
permit me to give my ideas about the financing of such a 
scheme, but I do not think that it presents great difficulties. 

Now is the time, when the future of medicine is in the melting 
pot, to think and plan for the future. It will be the pro- 
fession’s fault if the new State service after the war is a bad 
one, with the present evils unremedied.—I am, etc., 

Oxford, Feb. 24. RONALD S. ILLINGWORTH. 


Sir,—In his letter (February 22, p. 295) Dr. C. E. S. 
Flemming asks: “ Are we not giving too much importance to 
proportionate representation? ” My answer is “No,” if the 
object is to secure the full confidence of all sections. He 
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then suggests that the function of the Commission is merely 
to take evidence and act as judge and jury. If this is in the 
nature of a trial, then under British usage the jury must be 
composed of one’s peers, and 26.000 out of 36,000 doctors jin 
Great Britain are general practitioners. He goes on to state: 
“What we want is men of understanding.” Quite so—men 
understanding the difficulties and needs of general practice. 
We don't want “the opportunity of discussing the proposals” 
later on, but of taking a major part in formulating the pro. 
posals, so far as they affect general practice—and while 
writing this | am not forgetting that other questions of great 
importance, not peculiar to general practice, must also be 
considered. Dr. Flemming himself recognizes that the diff. 
culties and needs of general practice must form a very impor 
tant part of the Commission’s work, yet he seems content to 
allow them to rest in the hands of a preponderant majority 
of consultants and public health officials, few of whom can 
have felt the pinch and the need for remedy. Take, for 
instance. his demand for beds in hospitals. Is he satisfied to 
leave a decision on this question in the hands of a majority 
whose life-work must incline them to the belief that no such 
step is necessary or desirable? 

With the rest of Dr. Flemming’s letter I am in complete 
agreement. but I prefer that the decisions on the questions he 
raises should be made by men who know the difficulties and 
needs personally, and not only by hearsay.—I am, etc., © 

Ashover, Feb. 24. i H. W. PooLer= 


* 
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Dyspepsia in the Army < 

Sin.-In the Journal of March 1 Major Spillane criticizes 
the findings of our interim report on dyspepsia in the Army 
especially our statistics relating to the high incidence of 
organic disease. Major Spillane will find a detailed answer 
to this criticism in our letter to the Lancet of February 8.in 
reply to Prof. Hartfall. There are, however, certain points 
which we should like to stress. ae 

First, our investigation was primarily concerned with troops 
invalided home from the B.E.F. in the early days of the Wat 
Secondly, we found a great tendency in the Army hospitals 
to label dyspeptic cases as functional ones, even, at times, in 
the face of most conclusive evidence to the contrary. Thirdly, 
we certainly agree that the dyspepsia problem at the present 
time may well be very different from that in the early days 
of the war. Finally, we must put forward a plea for the 
most careful diagnosis of the individual dyspeptic ; and in the 
difficult or obscure case for a diagnosis based on a summation 
of all the evidence. Dyspepsia due to organic conditions 
such as ulceration may render a man totally unfit to be 
a soldier. Functional dyspepsia may or may not render a 
man unfit for service. but this diagnosis can only be scien 
tificaily and practically justified when organic disease has been 
first excluded by every possible means. 

Major Spillane criticizes our statement that “ among those 
investigated there was little evidence of minor dyspepsia.” 
This statement did not appear in our original report to the 
Royal College of Physicians of London. It was inserted in 
our published report after discussion with the Army authorities 
and at their request. We could not, however, possibly object 
to its inclusion as a positive statement of fact, as it was in 
entire agreement with our experience in investigating B.EF. 
and local sick in the early stages of the war. Whether or not 
such a statement could still be made of the dyspepsia problem 
is entirely outside the scope of our inquiry. 

On the basis of our experience we are satisfied that the 
most careful investigation of the dyspepsia patient can be 
justified on the grounds of Army efficiency, public expenditure, 
and the health of the community.—We are, etc., 


REGINALD T. PAYNE. 


London, March 3. CHARLES NEWMAN. 
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The forty-ninth semi-annual list (May 1 to November |, 
1940) of the publications of the staff of the Rockefeller Instr 


tute for Medical Research has been received. Copies of thest, ey, 


lists will be posted regularly to those who send requests to the 


Publication Office, Rockefeller Institute for Medical Research, 


York Avenue and 66th Street, New York, N.Y. 
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in the : , 
State: $= ee 
—men 
actice | SIR FREDERICK BANTING, K.B.E., M.C., F.R.S. 
als” LL.D., D.Sc., F.R.C.P., F.R.CS. 

> pro- ; oe rah ee 
while f As briefly announced in last week’s issue, Sir Frederick 
great # Banting lost his life in an aeroplane accident in Newfound- 
0 be nd while on a mission concerned with research into 
diffi- J medical aspects of flying. 

me Frederick Grant Banting was born on his father’s farm 
jority 2 Alliston, Ontario, on November 4, 1891, and from 
n can | Victoria College, Toronto, went to study medicine at the 
> for University of Tororito, qualifying in 1916. While serv- 
ied to fing in France with the Canadian Expeditionary Force 
jority Fhe was severely wounded in one arm at Cambrai and 
Such F invalided to England, and was awarded the Military Cross 
for his gallantry. In England he took the M.R.C.S. and 


ne L.R.C.P. diplomas, and re- 
sand turned to Canada in 1919 to 
ee: become resident surgeon at 
ER> the Hospital for Sick Chil- 
& dren, Toronto. He then for 
+ two years combined practice 


at Toronto, Canada, with the 
work of a part-time assistant 
in physiology at. the Western 
Hospital. On May 16, 1921, 
he began research on the 





8 internal secretion of the pan- 
Be creas at Toronto, and was 
oops appointed lecturer in pharma- 
Wat, cology at the University ; it 
pitals was the turning point of his 
es, in career, for these were the 





rirdly, experiments in collaboration 
resent Bwith the late Prof. J. J. R. Macleod and Dr. C. H. Best 
days Fuhich led to the discovery of insulin. The first inkling 
: re given to this country that Banting and Best were on the 
vation °°" of an epoch-making pronouncement was an annota- 
itions @00 in the British Medical Journal of July 22, 1922, 
to be pleaded “ The Control of Glycosuria by the Islets of 
der a §Langerhans,” which referred to a preliminary paper pub- 
scien Flished early that year in the Journal of Laboratory and 
been {Clinical Medicine. In these columns on November 4, 
1922, J. J. R. Macleod gave to the British medical pro- 


je lesion a summary of the work carried out during the past 
a Wo years in the Toronto Medical School. His paper, 


a ‘titled “ Insulin and Diabetes: A General Statement of 
orities the Physiological and Therapeutic Effects of Insulin,” was 
object PAttlen at the invitation of the Editor, Dawson Williams, 
as in @¥H0 had close contacts with medical science in Canada 
BEF. hind had quickly recognized the great importance of this 
wr not Work at Toronto. Thenceforward Banting’s name was a 
dblem Fhousehold word, and honour after honour came to him. 
nd He was awarded the Starr gold medal for the D.Sc. of 
rs Toronto in 1922, and in the following year was made 

Professor of Medical Research there; soon afterwards he 
Keelved jointly with Macleod the Nobel prize for 
medicine, and was granted an annuity by the Canadian 
Government so that he might pursue his researches. He 
eeived in turn the Scott medal and the Favelle medal 
= find Fellowship of the Royal Society of Canada, the 
an Cameron prize of the University of Edinburgh, and the 
Insti- told medal of the Apothecaries Society of London. He 
these “2 an honorary doctor of a number of universities, the 
Pyal College of Surgeons of England made him an 
Porary Fellow in 1930, he was elected a Fellow of the 
Poyal Society in 1935, and the Royal College of Physicians 


liture, 











of London made him a Fellow under By-law XXXIX (+b) 
in 1936. He was created K.B.E. in 1934. 

In the early months of the present war Sir Frederick 
Banting was in England attached to the Canadian Forces, 
with a view to special research in the Canadian Hospital 
here, but he returned to Canada to undertake investiga- 
tions into the medical aspects of aeronautics as a member 
of the Technical and Scientific Development Committee 
set up at Ottawa. The Canadian Prime Minister told the 
House of Commons at Ottawa that Sir Frederick at the 
time of the aeroplane crash was proceeding to Britain on 
a mission of high national and scientific importance. 

Sir Henry DaALe, P.R.S., writes: 

It is sad to think that Banting has gone from us in 
what should have been still his scientific prime, though 
the dramatic end is not without its fitness to a career 
of research which had an unusual tinge of romance. 
The death of Keith Lucas in a flying accident in 1916 
comes to mind, but with a suggestion of contrast more 
than of analogy. Lucas, at the age of 37, by work ol 
increasing depth and brilliance over a decade, had given 
new form and substance to a whole range of fundamental 
physiology ; to those who knew, he was already a master, 
but to the world at large his work meant nothing. 
Banting, who has died in his fiftieth year, was already 
a world celebrity in his earliest thirties. Rightly, as L 
think, the world gave him the biggest share of the credit 
for a great discovery, which brought about what is still 
the most dramatically sudden change in the aspect of a 
disease within living memory. Banting, however, had but 
little preparation for such an achievement, and his direct 
share in its development was relatively brief. 

The year 1915 had found him still a medical student, 
and he served in France as a combatant, being wounded 
so severely as nearly to lose an arm, before he com- 
pleted his qualification. By 1921, when the vision came 
to him, he seemed to be settled in medical practice in 
London, Ontario, with only a spare-time contact with 
the Department of Physiology there. The idea which had 
set his imagination aflame was not, in fact, a completely 
new one. Even its basal assumption that the action of 
trypsin had been responsible for frustrating earlier 


attempts to extract the anti-diabetic hormone from the- 


pancreas has not survived the progress of knowledge ; 
but this progress itself became possible only as a result 
of Banting’s enterprise and determination. Carbo- 
hydrate physiology, in the thirty years following 
Minkowski’s fundamental discovery, had left a trail 
strewn with the wreckage of attempts, many by workers 
of ripe experience, to extract the supposed hormone from 
the pancreas ; and this was the problem which Banting, 
with no previous experience at all, was eager to tackle 
anew. When Macleod was asked to give him room for 
the attempt in the Toronto: laboratory it would be 
natural for him to warn Banting, as he is said to have 
done, that this dismal history left little hope of success. 
It is more pertinent, I think, to remember that Macleod 
did, in any case, give Banting the chance of a trial, and, 
more important still, that he advised him to accept col- 
laboration with a younger man, Charles Best, recently 
schooled under Macleod in methods of determining blood 
sugar and analysing respiratory gases. So these two 
young men, the one a surgeon with an insistent icva, 
the other still a student, but bringing essential technique 
to the joint equipment, embarked bravely on an enter- 
prise which, through a Canadian summer, was to make 
demands on all their reserves of determination, convic- 
tion, and personal devotion. By dint of all these they 
succeeded in a few months in demonstrating directly that 
the hormone insulin had real existence, and that it could 
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be extracted in relatively permanent form, under appro- 
priate conditions. 

This was the first essential step. When once the possi- 
bility of €xtracting insulin had been established, other 
workers, first in the Toronto laboratories, led and 
organized by Macleod, and soon in many laboratories in 
many countries, contributed to the knowledge of its pro- 
perties and to the discovery of methods for its purifica- 
tion. Such studies led eventually, and with a rapidity 
which would have seemed incredible when its existence 
was first demonstrated, and which still seems astonishing 
in retrospect, to the crystallization of pure insulin as a 
metallic salt. With all this further development, how- 
ever, Banting had little concern. As soon as its partial 
purification had made clinical trials possible, he had 
centred his interest on the practical application of insulin 
in the treatment of diabetes; his Nobel Lecture in 1925 
reviewed the clinical results obtained with it to that 
date. It was rather noteworthy, indeed, how soon he 
seemed ready to leave to others the further investiga- 
tion of the properties of insulin and the mode of its 
action, and to direct his own researches to other objec- 
tives. It may be suspected that more than one influence 
was concerned in this decision. Banting would certainly 
be aware that such further developments required a 
fundamental equipment, especially on the chemical side, 
which he had had no chance of acquiring. He had 
shown, thus early in life, what he could do by natural 
insight in alliance with an iron determination, and without 
aiy normal apprenticeship in research. The best reward, 
from his point of view, would probably have been an 
opportunity to make good such defects of equipment by 
some years of quiet and disciplined study in the world’s 
most productive centres of research, and then to return 
to researches chosen for himself in the light of the wider 
experience. Conditions, in any case, conspired to make 
such an arrangement difficult, or impossible. No other 
medical discovery in living memory has so caught the 
public interest as the discovery of insulin; and Banting, 
in particular, soon found himself, to his embarrassment, 
a mark for popular enthusiasm and excited expectation, 
in Canada fist, and later in the world at large. Money 
was freely forthcoming, and it would have been difficult 
for those in authority to avoid founding a Banting Insti- 
tute for Medical Research, with a Research. Chair for 
himself as its director, or for Banting to refuse such a 
flattering opportunity. The whole atmosphere of haste 
and exaltation, however, could not fail to be detrimental. 
In spite of all pleas for patience and caution from these 
who were soberly concerned for Banting’s future and for 
his further value to medical research, he had become a 
public figure; everything concerning him was “news,” 
and the world at large had been taught what to expect. 
Every few months a new rumour was set afloat in the 
popular press, attributing some fresh discovery to Banting. 
I remember being asked myself, over the telephone, 
whether it was likely that he had discovered a cure for 
metabolism. His comings and goings were chronicled 
like those of any film-star. 


Even a research worker of long experience and estab- 
lished repute would have found himself inhibited by such 
an atmosphere. When half the world is agape for a 
miracle it takes unusual courage to offer it the results 
of some sound and necessary but unexciting piece of 
spadework. The matter for surprise is, not that Banting 
should have seemed for a time to be somewhat embar- 
rassed, but that he should, in the end, have been so 
little deflected from the proper use of the opportunity 
which had been given to him. For a few years, indeed, 
he seemed to feel a constraint towards problems of the 
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kind which popular rumour expected him to solve. 
Before long, however, he had settled down to a good 
and varied programme of important but relatively long. 
range researches, gathering round him a group of col, 
laborators whose training could supplement at different 
points what was lacking in his own. There was no 
further discovery like that of insulin, but he and his 
group did work of substantial and permanent value, for 
example, on the difficult problem of silicosis, which was 
a matter of growing concern to the mining industry of 
Canada. 

Whenever I met Banting in these more recent years, 
before the war broke out, I was impressed not only, as 
always, by his native keenness and alert intelligence, but 
by his steadily maturing judgment, and by the essential 
modesty and quiet firmness of his character. It is idle 
to speculate as to what he might have achieved if he had 
lived into a further period of normal activity. The war 
diverted him, like others, to abnormal duties. A deep 
glow of patriotic devotion to the British Empire and to 
Canada was always a central motive with him, and | 
think that he would have been content if he had known 
that death on national duty was before him. Apart from 
the relief and the new prospect of useful life which 
insulin has given to unnumbered sufferers from diabetes, 
it is a commonplace that its discovery has had a revolu- 
tionary effect on the progress of knowledge concerning 
the nature of normal carbohydrate metabolism. — Per- 
haps it is not so generally recognized how much wider 
its influence has been. In 1921 only two relatively simple 
and stable hormones, adrenaline and thyroxine, had been 
chemically isolated. Secretin and the _ post-pituitary 
hormones, being thermostable and of comparatively small 
molecular dimensions, had been obtained in extracts, but 
attempts at their further isolation had ended in dis 
couragement. For the rest, the endocrine function of the 
other ductless glands was itself littke more than a deduc- 
tion from the results of extirpation and grafting. Their 
hormones, it was supposed, might be too complex and 
unstable to be handled, or they might be secreted as 
fast as they were formed, without accumulation of 4 
store which could yield an active extract. The possi 
bility of progress towards their isolation and chemical 
study seemed depressingly remote. The separation of 
insulin from the pancreas was not only an achievement 
in itself; it had an immense effect of encouragement to 
workers over the whole field of endocrinology. The 
whole position has since been transformed at a rate which 
would have seemed incredible in 1921. Other previously 
hopeless conditions of endocrine deficiency have beet 
brought under successful treatment, and a number of 
hormones whose very existence was then a matter of 
inference have now been not only isolated but ‘even made 
by artificial synthesis. In paying our tribute to the 
memory of Frederick Banting, for ever to be associated 
with the discovery of insulin, it seems fitting that we 
should remember also the stimulating influence of that 
discovery on so much that has followed. 

[The photograph reproduced is by Bassano, Ltd., London.] 


H. S. BEADLES, M.R.C\S., L.R.C.P. 


The news of the death of Dr. H. S. Beadles, which took 
place at Romford on February 23 after a long illness, will 
be received with regret by a wide circle of British Medicalf 
Association members, not only in his own locality~ 
London over the Essex border—but throughout the Metl 
politan Counties Branch. 


Harold Shatford Beadles, the son of a general practitione. 
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Conjoint diplomas in 1893 he gained some experience as an 
asistant, and then, in 1896, acquired a large practice in 
Barking Road, which became larger as the district grew to 
realize What a careful and conscientious practitioner he was. 
He was also appointed a factory surgeon under the Home 
Office for the important industrial area in which his practice 
was situated, and was entrusted by that Department with many 
responsible duties over a period of twenty-five years. 

When the National Health Insurance Act came into opera- 
tion in 1913 Beadles found his most fruitful field of service 
for the profession and the public alike. From the beginning 
he was a member of the West Ham Insurance and Panel Com- 
mittees, and his thorough knowledge of the Act and Regula- 
tions made his advice of great value. To him it was due in 
large degree that West Ham became one of the best adminis- 
teed insurance areas in- England. Failing health compelled 
him to retire from active practice in 1922, but he retained his 
membership of the Insurance Committee and passed its chair. 
He also continued to take his full share in the divisional and 
central work of the British Medical Association. 

His first appearance as a representative was in 1913, and 
for many years thereafter he was a well-known figure at the 
Annual Representative Meetings, and an occasional, always 
matter-of-fact, participant in its debates. He became a mem- 
ber of the Council in 1919, and, with an interval of one year, 
so remained until 1934. The number of central committees 
and subcommittees on which he served was above twenty. 
His longest term, extending from 1920 to 1934, was on 
the Insurance Acts Committee, and he was a member of the 
Medico-Political Committee for about the same period. On 
the Organization Committee he served for nine years, specially 
interesting himself in Association work for medica! students. 
Hts work for his Division was equally noteworthy. For many 
years Stratford meant Beadles, and Beadles meant Stratford. 
After the last war, at a time when the reorganization of medi- 
cal services Was very much in the air, he induced Lord Dawson 
of Penn to address the Stratford practitioners and kept the 
debate going until after midnight. He was honorary secretary 
of the Division from 1917 to 1933. In 1929 he was elected to 
the chair of the Metropolitan Counties Branch, of which he 
had for several years been treasurer. 


One of the hardest of workers, Beadles managed to convey 
an impression of casualness and nonchalance. A man as well 
versed in medical politics as any man of his time, especially 
in the technicalities of health insurance, he was content to be 
just a member of committees, never striving for the limelight. 
He was a man who needed knowing. Thirty years of close 
acquaintance with hard industrial life on the east side of 
London takes the frills away from a man, but his intimates 
knew him as a “jolly good fellow,” and the fact that he was 
one of the two or three who arranged year after year that 
‘ively function, the dinner which followed the Annual Panel 
Conference, speaks for his social gifts. During the last six 
years Headquarters had scarcely seen him: the handicap of 
ill-health proved too much for him. 





Dr. LesLtey MAupE CAMPBELL PROBYN was killed when a 
London air-raid shelter of which she had medical charge was 
hit by a heavy bomb one night in February. She was edu- 
cated at University College, London, and Charing Cross 
Hospital, and qualified M.R.C.S., L.R.C.P. in 1926. She 
Was In practice in London and had filled the post of second 
house anaesthetist at Charing Cross Hospital. She had spent 
‘very night since the heavy raids on London began touring 
the many shelters in the district. Dr. Lesley Probyn joined 
the British Medical Association in 1928. She has died serving 
r country just as much as if she had been killed in action. 


We record with regret the death on February 9, at a nursing 
Ome at Torquay, of Dr. ARTHUR JOHN WHITING, consulting 
Physician to the Prince of Wales’s General Hospital, Totten- 
ham, and formerly dean of the North-East London Post- 
graduate College. He was born at Beverley. Yorks, on March 
16, 1865, and studied medicine at the University of Edinburgh, 
graduating M.B., C.M. in 1889 and winning a gold medal at 
the M.D. examination in 1892, after which he served for a time 


as assistant to the professors of physiology and of clinical 
medicine. At Edinburgh he won the Murchison scholarship 
in clinical medicine and the Goodsir prize. Coming. to 
London, Whiting held .the posts of house-physician and 
medical registrar at Queen Square, and was later appointed 
physician to the City Dispensary in College Street. He 
obtained the M.R.C.P. diploma in 1896, and was for_many 
years a member of the medical staff of the Prince of Wales’s 
General Hospital ; he was also physician to the Mount Vernon 
Hospital for Consumption until the building at Hampstead 
passed into the hands of the Medical Research Council and 
the hospital entered on a different phase of work at North- 
wood. For two or three years at the beginning of this century 
Whiting held the part-time post of subeditor of the British 
Medical Journal, before the reorganization of editorial duties. 
His name appeared on the title-page of several editions of 
Aids to Medical Diagnosis, the last being published only this 
year. He had been a member of the British Medical Asso- 
ciation since 1893, and by reason of his experience as honorary 
secretary of the Fellowship of Medicine he was asked to 
serve on the Postgradute Courses Committee of the B.M.A. 
in 1921]. 


By the death on February 22 of JAMES BATES WILKINSON, 
M.D., C.M., medical officer of health for Oldham for thirty- 
eight years, there passed on one who in his day and generation 
did probably more for the health of the county borough than 
any other individual. Dr. Wilkinson was born at God- 
manchester, Huntingdon, and studied medicine at Edinburgh, 
graduating in medicine and surgery in 1883, and proceeding 
M.D. two years later. After holding a post as demonstrator 
of pathology in the University, he obtained experience of 
general practice in London, Peterborough, and Manchester, 
and started practice for himself in Oldham in 1887, during 
which time he qualified for the D.P.H. of Manchester Univer- 
sity. He was appointed M.O.H. for Oldham in 1898, and held 
this post until his retirement in 1936. He was also super- 
intendent school medical officer from 1906 to 1936, and con- 
sulting county medical officer for Huntingdonshire from 1898 
to 1911. He lectured in public health subjects for many years 
at the College of Technology, Manchester. Dr. Wilkinson 
always took a keen interest in the work of the professional 
societies associated with his branch of the profession. He had 
been a member of the British Medical Association since 1886, 
and acted as representative in the Representative Body when 
the Association met in Liverpool in 1912. He was a past 
president of the Institute of Sanitary Engineers. In his early 
days as M.O.H. Dr. Wilkinson was much attracted to the 
scientific side of sewage disposal, and gave evidence before the 
Royal Commission on this subject. He always took an active 
part in charitable matters, and was a founder-member of the 
Oldham Rotary Club. Perhaps his greatest interest outside 
his work was, however, the Order of St. John of Jerusalem 
and its associated body the St. John Ambulance Association. 
He was awarded several medals and decorations for his 
services in connexion with the Order of St. John, being finally 
awarded the high order of Knight of Grace. Dr. Wilkinson 
was proud of the fact that he, his son, and his daughter. Dr. 
Gladys Wilkinson, all received the medal commemorating the 
Jubilee of King George V. : 


The following well-known foreign medical men have died: 
Dr. ANTON SCHNOLLER of Davos, a tuberculosis specialist, said to 
have been one of the first physicians to practise artificial pneumo- 
thorax, died at Zurich, aged 75; Dr. AbDoL_pHE Lutz, for many 
years chief of the department of medical zoology at the Instituto 
Oswaldo Cruz, Rio de Janeiro, aged 84; and Dr. DEsirE GLiBerr, 
a Belgian physician and one of the leading men in industrial 
hygiene in Europe. 


G. L. Hallez (Nourrisson, 1940, 28, 22) records a case of 
paratyphoid A in a male infant aged 1 year which is remark- 
able owing to the rarity of the disease at that age. The fever 
continued until the ninth day, when some rose spots appeared. 
There were no other signs of the disease and the spleen 
remained normal. Recovery took place. The father, who 
was a nurse in a fever ward, may have acted as a carrier. 
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The Services 


MEDICAL DIRECTOR-GENERAL OF THE NAVY 

Surgeon Rear-Admiral Sheldon F. Dudley, C.B., O.B.E., 
F.R.C.P., K.H.P., has been appointed Medical Director- 
General of the Navy in succession to Surgeon Vice- 
Admiral Sir Percival T. Nicholls, K.C.B., F.R.C.S., K.H.P., 
from July 2, 1941. 


DIRECTOR-GENERAL OF MEDICAL SERVICES, 
AIR MINISTRY ‘ 

Air Vice-Marshal H. E. Whittingham, C.B.E., F.R.C.P., 

K.H.P., has been appointed Director-General of Medical 

Services, Air Ministry, in succession to Air Marshal Sir 

Victor Richardson, K.B.E., C.B., M.B., D.P.H., K.H‘S., 

from March 1, 1941. 


CASUALTIES IN 





THE MEDICAL SERVICES 


RoyaL Navy 
Missing, Presumed Killed 
In an Admiralty casualty list, published on March 3, the 
names of Surgeon Lieut. W. Boyd, R.N., Surgeon Lieut. F. H. 
Williams, R.N., and Probationary Temporary Surgeon Lieut. 
H. F. Sloan, R.N.V.R., are included as “* Missing, Presumed 
Killed.” 

Surgeon Lieut. WitttaM Boyp was educated at Glasgow Uni- 
versity and graduated M.B., Ch.B. in 1932. In the same year he 
joined the British Medical Association 

Surgeon Lieut. FrRaNK HaNsON WILLIAMS took the L.M.S.S.A. 
and the L.A.H. in 1933, and had been a member of the British 
Medical Association since 1934. 


Probationary Temporary Surgeon Lieut. Haro_p FitzGeraLp 
SLOAN was educated at Dublin University, where he graduated 
M.B., B.Ch., B.A.O. in 1937. His home was at Kilmainham, 
Dublin. 


Injured and Wounded 
Temporary Surgeon Lieut. Maximillian Raphael Julius Behrendt, 
R.N.V.R. j ; 
Probationary Temporary Surgeon Lieut. Richard George Sarel 
Whitfield, R.N.V.R. 


Royat ARMy MepicaL Corps 

Major JoHN FrANcIS BourKE, M.C., lost his life at sea by 
enemy action in January. He took the Scottish triple qualift- 
cation in 1913 and served during the war of 1914-18, being 
mentioned. in dispatches in 1916 and receiving the Military 
Cross. He attained the rank of major in 1927 and was 
invalided out towards the end of 1940. He had just served 
a term of duty in India and was recently stationed at Quetta, 
and was on his way home when he met his death. He had 
been a member of the British Medical Association since 1928. 


DEATHS IN THE SERVICES 


Surgeon Captain CHARLES JAMES EpwarbD Cock, R.N. 
(ret.), died at Exmouth on February 22, aged 68. He received 
his medical education at Charing Cross Hospital and qualified 
M.R.C.S., L.R.C.P. in 1894. Entering the Royal Navy soon 
afterwards, he became surgeon commander in 1909 and 
retired with an honorary step in rank as surgeon captain in 
1923. He served during the war of 1914-18, receiving the 
medals, and the President of the Czecho-Slovak Republic 
conferred upon him the Croix de Guerre in recognition of 
services rendered during the war. 

Colonel Eustace AUGUSTUS BURNSIDE, late R.A.M.C., died 
at Paisley on February 17, aged 80. He was born at Nassau, 
in the Bahamas, on September 24, 1860, the eldest son of the 
late Sir Bruce Burnside, was educated at King’s College. 
London, and took the M.R.C.S. and L.S.A. in 1886. Entering 
the Army as surgeon in 1887, he became lieutenant-colonel 
in 1911, colonel in 1915, and retired in 1917. He served in 
the South African War of 1899-1902, when he took part in 
the actions at Elandslaagte, Rietfontein, and Lombards Kop, 
and in the defence of Ladysmith, also in the subsequent opera- 
tions in Natal, the Orange River Colony, and the Transvaal. 
and received the Queen’s medal with four clasps and the 
King’s medal with two clasps. He also served in the war of 
1914-18. In 1917 he was appointed a Knight of Grace of 
the Order of St. John of Jerusalem. He had been a member 
of the British Medical Association for thirty-two years. 

Colonel E>warD Moressy Hassarp, late R.A.M.C., died at 
Hindhead on February 20, aged 78. He was born at Hilsea 
on November 10, 1862, the youngest son of the late Major- 
General F. Hassard, C.B., R.E., and received his medical edu- 
cation at St. Bartholomew’s Hospital, taking the M.R.CS.., 
L.R.C.P. in 1886. Entering the Army as surgeon in 1887, he 


ae as 


became lieutenant-colonel in 1911, colonel in 1915, and retired 
in 1919, He served on the North-West Frontier of India jp 
the Isazai campaign of 1892; in West Africa in the Lagos 
campaign of 1897-8, when he was mentioned in dispatches ang 
received the African medal with a clasp; in operations jp 
Sierra Leone in 1898-9 (clasp): in the South African War of 
1899-1902, in operations in the Transvaal, in the Orange River 
Colony, and in Cape Colony (Queen’s medal with three clasps 
and King’s medal with two clasps) ; and in the war of 1914-18 
when he received the Portuguese Order of Avis as commander. 
He had been a member of the British Medical Association fo; 
thirty-four years. 

Lieut.-Colonel REGINALD JOHNSON, M.B.E., R.A.M.C., died 
on February 4, aged 52. He was born on September 12, 1888. 
and was educated at Trinity College, Dublin, where he gradv- 
ated M.B., B.Ch., B.A.O. in 1912, proceeding M.D. in 1914, 
He entered the R.A.M.C. as a temporary lieutenant in 1916, 
became temporary captain a vear later, and took a permanent 
commission in 1920. He became major in 1928 and _ had 
recently been promoted to lieutenant-colonel. He had lately 
been stationed at Quetta. 





Universities and Colleges 


UNIVERSITY OF OXFORD 
The following medical degrees were conferred on March 1: 
D.M.—R. N. B. Cridland, N. L. Rusby. 
B.M.—J. C. Pease, J. B. Wilkinson, R. B. Buzzard, J. J. Pritchard, 


UNIVERSITY OF CAMBRIDGE 
The Rockefeller Foundation has agreed to continue until the 
end of 1941 its grant of £1,200 a year for research in cellular 
physiology at the Molteno Institute under the direction of 
Prof. Keilin. 

In Congregation on March | the Senate resolved to confer 
the degree of Master of Arts upon Leicester Hammond Aitken, 
M.B., B.Ch.N.Z., F.R.C.S.Ed., university demonstrator in 
anatomy. 

The following medical degrees were conferred on March 1: 
proxy), W. W. Brigden, C. E. 


M.B., B.CHIr.—(By Watson, 
S. C. Gold. F. A. Whitlock. 
UNIVERSITY OF LONDON 
UNIVERSITY COLLEGE HospiTAL MEDICAL SCHOOL 


Entrance Scholarships and Exhibitions 


Two Goldsmid Entrance Scholarships, entitling the holder to 
the final course of medical study, are offered for competition 
in July and are open to students who are preparing for the 
degrees of the universities of London, Oxford, Cambridge, 
Durham, or other British universities, or for the diplomas of 
the Royal Colleges of Physicians and Surgeons; also one 
Goldsmid Entrance Exhibition, entitling the holder to a reduc 
tion by £80 of the fees due for the full course of final medical 
study ; and the Filliter Entrance Scholarship in Pathology, 
entitling the holder to a reduction by £52 10s. of the fees 
due for the full course of final medical study. Entries mus 
reach the Secretary, University College Hospital Medical 
School, University Street, W.C.1, by July 5, and applications 
for further particulars should be made to the same address. 


UNIVERSITY OF ABERDEEN 
On February 26 the Senatus agreed to confer the honorary 
degree of LL.D. on Prof. Arthur Wellesley Falconer, C.BE, 
D.S.O., M.D., F.R.C.P., Principal and Vice-Chancellor of the 
University of Capetown. 


UNIVERSITY OF EDINBURGH 

At a meeting of the University Court on February 24 Prof. A. 
Patrick and Prof. J. Hendry were appointed external examines 
in systematic medicine and systematic midwifery and gynae 
cology respectively. : 

Prof. J. R. Learmonth was appointed a member of the Listet 
Memorial Committee of the Royal College of Surgeons ° 
England for the award of the Lister Memorial Prize an 
Medal for 1942. 


ROYAL COLLEGE OF OBSTETRICIANS AND 
GYNAECOLOGISTS ; 

The following have been elected to the Fellowship of the 
College: ' 

William Cunningham Armstrong (Glasgow), Norman Lente 
Edwards (Derby), Alistair Livingston Gunn (London), Joan Ke 
Rose (Edinburgh), Wentworth Alexander Taylor (Birmingha' 
Robert Watson (Northampton), 
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Medical Notes in Parliament 


MEDICAL NOTES IN PARLIAMENT 








Increase in. Road Accidents 


The BisHop OF WINCHESTER, in the House of Lords on 
February 25, said that since the war started road casualties had 
exceeded the worst previous figures. In the last four months 
of 1940 persons killed numbered 4,380, of whom 496 were 
children. In January the number killed dropped to 741, of 
whom sixty-three were children. In parts of the country 
during January the roads could not be used for motor traffic. 
Totals of non-fatal accidents on the roads were not now 
published ; judging by the proportion between deaths and 
injuries before the war, the 8,600 killed on the roads in 1940 
were accompanied by 250,000 injured, including 70,000 seri- 
ously injured. Over half the accidents occurred during the 
black-out, but in the last months casualties during the black- 
out had diminished while those in daylight had steadily 
increased. Comparing the last three months of 1940 with the 
last three months of 1939, the increase in casualties in day- 
light had been 63°. Casualties at night had been consider- 
ably but not correspondingly reduced. No legal claim could 
be made by hospitals for persons injured by military vehicles : 
the hospitals were anxious to know whether they would get 
compensation from the War Office. The police and the Post 
Office had agreed that they would not claim exemption. and 
would pay compensation if accidents occurred through the 
driving of vehicles by their employees. The hospitals hoped 
the War Office would take the same line. 

Lord SNELL said that in the Metropolitan Police District 
there was an increase of 100°, in the number of pedestrians 
killed in the winter months of war compared with the corre- 
sponding winter months of 1938-9. For motor cyclists the 
increase was 77°. Motor drivers caused fewer casualties, 
and those of pedal cyclists had decreased until this winter. 
Casualties had increased on roads not subject to speed limits, 
and daylight casualties had increased on all roads. With 
regard to military accidents, no Crown vehicles were insured. 
and there was no proposal at present to alter that. Taking 
November and December, 1940, as a period of observation. 
the Secretary for War had acknowledged that 300 accidents a 
day due to military vehicles was unsatisfactory. Special] in- 
structions had been issued to Commands about care on the 
toads. There for the moment they must leave that matter. 
Better street lighting was practicable, consistently with air- 
raid precautions, and would ebe considered before the next 
Winter period. Safety instruction among children was being 
resumed, 


Fracture Treatment and Rehabilitation 


Dr. MORGAN asked Mr. Ernest Brown on February 20 what 
steps were being taken to secure modern and adequate fracture 
treatment of industrial injured workers, and whether the 
organization of such treatment would be on the lines recom- 
mended by the British Medical Association Committee and 
by the Delevingne Interdepartmental Committee in approved 
fracture clinics in hospitals or other centres. Mr. BRown 
announced that in conjunction with the Minister of Labour 
and the Secretary of State for Scotland he was considering 
the better organization of facilities for the treatment of 
fractures, the rehabilitation and, where necessary, the re- 
(raining of injured industrial workers. He would make a 
lurther statement as soon as possible. 


Voluntary Hospitals and the War Damage Bill 

Moving the third reading of the War Damage Bill in the 
House of Commons on February 26, Sir KINGSLEY Woop said 
with regard to voluntary hospitals that it would be the duty 
of the War Damage Commission to consult with the Minister 
of Health. That Minister assured him that if he was con- 
sulted on questions affecting voluntary hospitals he, for his 
Part, would consult the organizations representing the volun- 
lary hospitals movement, such as King Edward’s Hospital 
Fund, : the British Hospitals Association, and particular hos- 
Pitals concerned. The base of the scheme would be full, 
cordial, and close co-operation. The Government would de- 
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centralize the administration of the. scheme and would open 
offices in the towns in which were situated Civil Defence 
Regional Commissioners. Four regional offices would be set 
up in the London area. 


Shelter Conditions 


Replying to Captain Cunningham Reid on February 27, 
Miss WILKINSON said local authorities had used their powers 
to close shelters which were damp and trenches which had 
fallen in. In London a number of trenches had been closed. 
Where official shelters under local authorities had been closed 
the police had power to deal with persons who visited them. 
The Ministry of Home Security recognized that large shelters 
invited tragedy, and encouraged people to stay in their homes 
or to use small surface shelters. On February 5 the Horder 
Committee submitted recommendations on the matter, which 
were being considered. The Ministry might ask the House for 
a new Defence Regulation, giving power to turn people out 
of places’ where they ought not to go. Mr. EvELYN WALKDEN 
hoped Miss Wilkinson would persuade local authorities to 
improve the sanitation and lighting of surface shelters. Miss 
WILKINSON said everything should be done to persuade the 
people that the surface brick shelters were useful. 


Estimated Expenditure on Health Services 


Estimates are issued for the financial year which will end on 
March 3], 1942. These include provision of £24,646.200 for 
the Ministry of Health, against £23,891,724 in 1940-1; 
£208,962 for the Board of Control, against £184,216; 
£4.384.544 for the Department of Health for Scotland, against 
£4.295.319 : £20.300 for the Board of Control, Scotland, against 
£17.827; £106,900 for Broadmoor Criminal Lunatic Asylum, 
against £93,664. Token votes of £100 each are asked for the 
war services of the Ministry of Health and the Department of 
Health (Scotland). 


Compulsory Evacuation of London Children.—The Minister ot 
Health told Miss Cazalet on February 27 that the number otf 
children who, after medical examination under the new Order, had 
been compulsorily evacuated was six. It was expected that where 
the evacuation of -a child was shown to be desirable on medical 
grounds the parents would normally agree and recourse to a com- 
pulsory Order would be unnecessary. The total number of children 
evacuated in this way was unlikely to be large, since the health of 
children in London remained good. Out of 395 children inspected 
in shelters in Kensington, the examining doctor was prepared to 
certify fourteen for compulsory evacuation; all fourteen were being 
sent away voluntarily. 

Notes in Brief 

Up to February 26, 28 civilians—19 men and 9 women—had 
been reported in hospitals in the United Kingdom with injuries 
from enemy action which resulted or were likely to result in 
blindness. 

On February 18 Miss HorsSBRUGH informed Sir Thomas Moore 
that there was no general shortage of blood donors, but in 
certain areas more were needed. Local campaigns were being 
organized in those areas. 

Between July 1, 1940, and January 31, 1941, the total number 
of amputations in civilians due to injury by enemy action was 776. 
The number of recorded cases of eye injury of a kind necessitating 
removal since the outbreak of war was 191. 


The twenty-first annual report of the James Mackenzie 
Institute for Clinical Research at St. Andrews is a brief docu- 
ment of twelve pages. and half of those are given up to the 
financial position, which is very serious. In order to meet 
ordinary expenditure investments have had to be realized, with 
consequent loss of income. On an income of less than £1,000 
the Institute has madz2 every effort to carry on the work as in 
pre-war days, and this has been possible in the children’s 
department, where forty-six clinics were held during the year, 
and 674 children attended ; in the laboratories, and in the x-ray 
department. Under the blood transfusion service, 154 volun- 
teer donors have had their blood typed during the year. The 
clinical research fund makes grants for research out of the 
income from a trust provided by an anonymous donor. An 
appeal is made by Prof. David Waterston, the chairman of 
the council, for financial help for the work founded by the 
late Sir James Mackenzie. 


cate age Baia 


eA EES ERE 


eS, pies a nl PRR SEER IT inp 


a 





; 
A) 


sea Wnt (oy mt Tt 


pa ARR AE 





388 Marcu 8, 1941 


EPIDEMIOLOGY SECTION 


THE Baris 
MEDICAL JOURNAL 





EPIDEMIOLOGICAL NOTES 


Infectious Diseases for the Week 
Pneumonia (primary and influenzal), dysentery, and cerebro- 
spinal fever have increased in incidence during the week. 
Whooping-cough, diphtheria, and scarlet fever declined slightly 
and measles considerably. 


Cerebrospinal Fever 

Compared with the beginning of last year 
fever has been unusually prevalent, as is shown by the 
for the first eight weeks for both years (figures for 1940 in 
parentheses): 229 (52); 266 (107): 293 (142); 303 (190); 331 
(295); 345 (402); 378 (560); 434 (S86). More important than 
total numbers over a given period is the rate of increase. 
which was very steep last year, reaching its peak at the end 
of March, when weekly notifications reached the high level of 
623. The more gradual development of the present epidemic 
is in itself a favourable sign, but the notifications are high in 
certain areas. Present conditions favour the spread of the 
disease. During the week more than five cases were recorded 
in: Lancaster 63; London 32; West Riding of Yorkshire 23 ; 
Chester 18; Southampton 17; Glamorgan and Warwick 16 
each; Middlesex 13; Essex 12; Flint 10; Gloucester and 
Surrey 9 each; Kent 8; and 6 each in Berkshire, in both 
East and North Riding of Yorkshire, in Monmouth, and in 
Stafford. 

In Scotland, so far, 
of the previous year ; 
approximately equal. 


cerebrospinal 
figures 


notifications have remained below those 
the rate of increase for both years is 


Diphtheria Immunization in Scotland 


The experience of the diphtheria immunization campaign 
conducted in Edinburgh in the last three months presents 
certain features of interest. Of the total of 26,131 children 
immunized to date, 12,153 were inoculated in first-aid posts, 
3,737 in schools, 2,842 at child welfare centres, and 7,399 in 
private practice. Although the number dealt with so far 
(close on 30,000 if 3,000 treated during an experimental 
period before the campaign are included) is only one-half that 
originally aimed at, and the use of first-aid posts has been 
discontinued, the campaign is being pressed home, for half- 
measures exert but little effect on the prevalence of the disease 
and may, under certain conditions, actually constitute a 
threat to the unimmunized; attempts should be made to 
protect at least 75°, of the child population. 


Influenza for Week Ending February 22 

In the week ending February 22 314 deaths were ascribed 
to influenza in the great towns, 10 fewer than in the previous 
week. The age distribution of the deaths continues to be 
normal—S54.1° of the deaths are at ages over 65 and 6.4% 
at ages under 25. In the County of London the deaths have 
decreased from 50 to 26 and hospital admissions from 526 to 
379 (influenza, bronchitis, pneumonia). The proportion of 
total deaths coming from the South-Eastern Area (including 
Greater London) has decreased to 35.2%. 


Total of Influenza Deaths and Deaths in Age Groups in 126 
Great Towns for Week Ending February 22 























; 
ie ok ee PS Pe | £ | eo 1. Some 
Ages | Under | 4.5 | 5-15 | 15-25 | 25-35 | 35-45 | 45-55 | 55-65 | 65-75 |75and 
year | | | | over 
314 | 2 33 | 59 | | 8h 











Regional Totals of Influenza Deaths for Week Ending 


February 22 : 
South-Eastern Area : Midland Area < 81 
Greater London 95) _ 122 Eastern Area 5 re is 
Rest of S.E. 2 i ieee ae South-Western Area oe ie 4 
Northern Area = - 106 Wales and Monmouthshire 29 


Total for 126 Great Towns, including the Outer Ring 347 


We are not entitled to assume that a further increase in 
the great towns will not occur—namely, that the epidemic has 
spent itself. But it is now improbable that this winter’s 
mortality will be as great as that of last year and very improb- 
able that a major recrudescence will occur. 





No. 6 


INFECTIOUS DISEASES AND VITAL STATISTICS 


We print below a summary of Infectious Diseases and Vital Statistics in the 
British Isles during the week ended February 8, 1941. 
Principal Notifiable Diseases for the week and those for the 
(a) England and Wales (London included). 
(c) Scotland. (d) Eire. (e) Northen 


Figures of 
corresponding week last vear, for : 
(b) London (administrative county). 
Ireland. 


Figures of Births and Deaths, and of Deaths recorded under each infectious 
disease, are for: (a) The 126 great towns in England and Wales, (including 
London). (b) London (administrative county). (¢) The 16 principal towns in 
Scotland. (d) The 13 principal towns in Eire. (e) The 10 principal towns in 
Northern Ireland. 


A dash — denotes no cases ; 
return available. 


a blank space denotes disease not notifiable or no 


















































































































































1941 1940 (Corresponding Week) 
Disease 
@ || ©O|M| OF @ | & | © |@ |@ 
Cerebrospinal fever. . 345| 32| 88| 3] 119 402| 20! 96; 5] 5 
Deaths we 6) 8 | 6 | 6| tg 
Diphtheria .. 1,103/ 60 | 385 | 25| 25] 612; 25| 171| 43] 26 
Deaths 35, 2] 4] —| 8} —| 8/ 3/2 
Dysentery ~ 168 | 3| “31 a ec 31 oe 2 30 Ee “£ 
Deaths | —| — | | — 1a ee 
Encephalitis lethargica,| | | af | a —_ = | 
acute... co 7 | a. -- 6 —_— = 
Deaths | | | — | 1 
Enteric (typhoid and 7 | ie | ‘| me iy me 
paratyphoid) fever : i a 11 2 4; Sig 
Deaths ae | || oe a eae ee —| an 
Erysipelas eu ae ai 53 (42 | 5 a | 5 52 : a1 § 
Deaths a = | | m4 
Infective enteritis or | “ | a a 
diarrhoea under 
2 years .. i 
Deaths 39 | 4 4| 11 |. 7 1 38 3 8} 4; 3 
Measles* .. .. [15 486 | 408 171| | 96$4,737|  45|  53/ | 480 
| | 
Deaths on of 32 | 2; — 7) =| =| ae 
P< ens, Wii Weel Od is el ay 
Ophthalmia neona- | ie 
torum os 82 | 6} 20 1 68 4 32 2 
Deaths =k a | | | 
Pheumonia, influenzalt 1,741 171 | 66 1B 8 2,210 130| 159 | “14! 2 
Deaths (from in- | | | : 
fluenza).. 3 261 | S6 30 | 8 48 514 53 123) 6| 24 
Pneumonia, aad “| 430] 14] | | 206} 20! 
| | 
Deaths s6| | 22] 23 | 134] | 26] 32 
Polio - encephalitis, , | fie ie > = | 
acute .. : 1 — | 4 saa 
Deaths : | = 
Poliomyelitis, acute. 10} : 3 1 fe S| a 1 ~— 
Deaths | — ike | — | ss | a 
Puerperal fever 9} 9| 1 3% 1 | 4 1| : “s | 7 Ss 
Deaths ;}—| | | | | | 
Puerperal pyrexia | 129] 9 | 24| “| 26 as3{ 7! 22] | 4 
Deaths } a} | = a “| 
Relapsing fever. —| —|] | wn ae, = 
Deaths x - | 
Scarlet fever | 1,217] 65 | 188 | 37 38 a 48 | 137 4| 1 
Deaths aa 3 | — ;—| — — 
Soe irae x nat ie eer ae ! i ee 
Small-pox A —| | =a] | —— = . —| = | 3 = 
Deaths oe —| | —| —| —| | 
Typhus fever o a | =e. sea ae en 
Deaths | | —| —| om. | aes =| =—<jaee 
Whooping-cough | 3,023 | 53| 458 525) 539| 24| 10 12 
Deaths S 38} —] 19 1} — 10; — 5| iis 
Deaths (0-1 year) 513| 35! 98] 42] 178 S39} 49{ 114] 35) 30 
Infant mortality rate 
(per 1,000 live 
births) 
Deaths (excludng| | | | | fF |. 
stillbirths) . | 7,420 11327! 996 eal 184 99,212 |1,455 |1,429 294 | 279 
Annual death rate 
(per 1,000 aaa 
living) 21.7} 0.7 /16.1 27.4 |19.6 |24.5 
Live births .. "5,428 | 402 | 892 | 340 | 225]6,536| 967| 926| 341 | 229 
Annual rate per!, 000 2 
persons living .. 18.0 22.6 |19.7 18.7 |22.8 j20 
Stillbirths... 198| 5| st] | 295} 35| SI 
Rate per 1,000 total 
births (including 
stillborn) 54 22 
—_———oe 








* Notification in certain administrative areas only. 
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Medical News 








Sir Arthur Keith has been elected an honorary member of 
the New York Academy of Sciences. 


Prof. Geoffrey Jefferson, F.R.C.S., and Mr. A. Tudor 
Edwards. F.R.C.S., have accepted appointments as honorary 
consultants to the Ministry of Pensions at the invitation of 
the Minister. 


The name of Dr. Ernest Berry Garrett, medical officer, 
A.R.P. Casualty Service, Leicester, has been brought to notice 
for brave conduct in civil defence. 


The next meeting of the Shaftesbury Military . Hospital 
Medical Society will be held at the hospital on Tuesday, 
March 11, when Major W. C. Somerville-Large, R.A.M.C., 
will speak on “ The Army’s Feet.” 


At a meeting of the Pharmaceutical Society of Great 
Britain, to be held on Thursday, March 13, at 2.30 p.m. at 
‘17, Bloomsbury Square, W.C., an address entitled “ Recent 
Developments in Pharmaceutical Practice” will be given by 
Mr. H. Berry, B.Sc., dean of the Society’s college. It will 
include a discussion on present knowledge of the problems 
concerned with the preparation of solutions for parenteral 
injection, their sterility and stability : and the need for further 
investigations of the stability of pharmaceutical preparations 
will be stressed. 


A general meeting of the Tuberculosis Agsociation will be 
held at 26, Portland Place. W.. on Saturday.. March 15, at 
10.30 am., when Dr. W. E. Snell will read a paper on 
“Senile Tuberculosis.” and a discussion on “Current Topics ” 
will be opened by Dr. F. T. Clive. followed by Dr. J. 
Glyn Jones. 


The home of Lord and Lady Melchett. Colworth House. 
,Sharnbrook. near Bedford, was opened on March 1 by Mrs. 
Rex Benson, representing the British War Relief Society of 
New York. as a rest home for London's voluntary hospital 
nurses. The hon. secretary of the home is Mr. Charles M. 
Power. and inquiries in regard to it may be addressed to him 
at Westminster Hospital, St. John’s Gardens, London. S.W.1. 


The issue of the South African Medical Journal for Decem- 
ber, 1940. is devoted to syphilis. In this C. K. O'Malley 
records that there are five times more cases of early syphilis 
among Europeans in Capetown than in Stockholm (Cape- 
town 0.9, Stockholm 0.18, per 1.000 of population), and there 
are twenty times more cases of congenital syphilis among the 
European population in Capetown than in Stockholm (Cape- 
town 0.19 and Stockholm 0.01 per 1,000 of population). 


The current issue (September, 1940) of the Chinese Medical 
Journal is devoted to the history of Chinese medicine. 


The recently published August-September issue of Tubercle 
contains a supplement on tuberculosis in wartime. 


Messrs. Oliver and Boyd, Ltd., Tweeddale Court, Edin- 


ee burgh, and 98. Great Russell Street, London, W.C.. have been 


appointed publishers to the Royal Society of Edinburgh. 
Copies of previous issues of the. Transactions and Proceedings 
and of all future publications of the Society will now be 
supplied by this firm, to whom all inquiries should be sent. 


Full details of the arrangements that have been made for 
the provision of spectacles as part of the treatment of patients 
under the Emergency Hospital Scheme are contained in a 
circular (No. 2240) from the Ministry of Health to all local 
and hospital authorities concerned in the Scheme and to 
medical officers of health. The arrangements apply to mem- 
bers of the Services and those civilians (a) who have suffered 
injury through enemy action or in carrying out civil defence 
duties, and for whom spectacles are required to correct defec- 
lé vision or changes in vision caused by the injury, and ()) 
Who are receiving in-patient treatment under the Emergency 
Hospital Scheme and for whom spectacles are necessary for 
the efficient treatment of the condition for which they were 





admitted. 


Owing to the war the annual report of the Family Planning 
Association for 1939-40 gives only a brief statement of the 
past vear’s work and present plans, and appears as a four- 
page leaflet. The association, of which Lord Horder is 
president, has been able to keep its headquarters in being 
and to carry on from this at least part of its usual work. The 
wartime office is at 190, Old Christchurch Road, Bourne- 
mouth, and part of the usefulness of the organization is 
maintained through the kindness of the Eugenics Society at 
the London offices, 69, Eccleston Square. The Medical Sub- 
committee continues to examine the value of present contra- 
ceptive methods and to report on the results to members of 
the medical profession and other inquirers. It also endeavours 
to overcome difficulties in the supply of contraceptives which 
are due to war conditions. 


Ripley Court, an early eighteenth-century country house in 
Surrey, has been taken over by Westminster Hospital as a 
maternity home and teaching centre, in conjunction with the 
Surrey County Council, which has reconditioned the house, 
and the Westminster City Council ante-natal clinics. West- 
minster Hospital is providing complete equipment for a unit 
of 25 beds, with medical and nursing staff. The home was 
opened on January 8. 


The Ministry of Labour and National Service has made 
regulations prescribing standards of lighting in certain classes 
of factories. These are substantially similar to those issued 
in draft last autumn, the main difference being that the list 
of classes of works of a special character in the schedule to 
which the Regulations apply only in a somewhat modified way 
has been extended. The Regulations came into force on 
February 1. 


Dr. Arnulfo Arias, a distinguished physician of Panama who 
had previously held the posts of Director of the Department of 
Hygiene and Minister of his country in Italy, France, and 
England, has recently been appointed president of the Republic 
of Panama. 








Letters, Notes, and Answers 








All communications in regard to editorial business should be 
addressed to THE EDITOR, BritisH MEDICAL JOURNAL, B.M.A. 
House, TAVISTOCK Square, W.C.1. 

ORIGINAL ARTICLES and LETTERS forwarded for publication 
are understood to be offered to the British Medical Journai alone 
unless the contrary be stated. 

Authors desiring REPRINTS of their articles must communicate 
with the Secretary, B.M.A. House, Tavistock Square, W.C.1, on 
receipt of proofs. Authors over-seas should indicate on MSS. 
if reprints are required, as proofs are not sent abroad. 


ADVERTISEMENTS should be addressed to the Advertisement - 


Manager (hours 9 a.m. to 5 p.m.). Orders for copies of the 
Journal and subscriptions should be addressed to the Secretary. 
TELEPHONE No.—B.M.A. and B.M.J.: EUSTON 2111. 
TELEGRAPHIC ADDRESSES.—EDITOR, Aitiology Westcent, London; 
SECRETARY, Medisecra Westcent, London. 
B.M.A. ScotrisH OFFICE: 7, Drumsheugh Gardens, Edinburgh. 


QUERIES AND ANSWERS 


Treatment of Night Sweats 


“J. N. T.” would be grateful for any suggestion about the treat- 
ment of heavy night sweats in an obscure case. There is no 
evidence of heart disease. The patient has a slight cough but no 
sputum. There is no evidence of ape disease. There is a 
nocturnal rise of temperature to 99° or 100° F., which is 
followed by a drenching perspiration lasting for two or three 
hours. On two or three occasions there had been symptoms 
and signs resembling mild Addison’s disease—feelings of exhaus- 
tion, low blood pressure, and patches of pigmentation in the 
skin. The urine is normal. The patient has not had malaria. 
There is undoubtedly a psychological element in the case. So far 
the injection of atropine has helped to control the perspiration, 
but the condition still persists. 


Local Treatment of Herpes Zoster 


Dr. Parrick Day (Ballyshannon) writes: I was interested in 
reading a letter by Dr. A. H. Bartley on treatment of herpes 
zoster (January 4, p. 38). For some time I have received very 
excellent and immediate results by local treatment of the erup- 
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tions by tannic acid jelly (amertan, Lilly) and radiant heat in 
the same manner as in the treatment of burns. I have also 
found similar treatment valuable in a case of pemphigus. A male 
patient aged 76 years was admitted to hospital with widespread 
pemphigus vulgaris, and although various remedies were tried 
his condition was becoming worse He was put on local applica- 
tions of tannic acid jelly as described above, and this produced 
a marked improvement in the eruptions and gave the patient 
great relief. He was later put on calciferol as recommended by 
H. King and C. M. Hamilton, New York. After six weeks on 
the above treatment the skin lesions have cleared up with no 
recurrence of bullae. 

Income Tax 

Retirement 
retired on September 30, 1940. 
his liabiiity? 
been on the 


** 


» His liability for 1940-1 is in respect of the profits for the 
period from April 5, 1940, to September 30, 1940, only; he 
should prepare a statement on the usual lines (cash receipts and 
payments apparently) for that period. If this produces a balance 
of profit that is clearly insufficient for a six-months account— 
for example, by bringing in as an expense two half-years’ rents 
instead of one—the inspector of taxes may require an account on 
the * earnings ” basis. 


How should he calculate 
(It is understood that his previous assessments have 
* cash basis.”*) 


Partnership—Acquisition of Partner's Share 

has taken over his late partner’s three-fifths share as 
from October, 1940, and is employing an assistant. It may be 
assumed that the profits of the practice will be less than in the 
past. The assessments have been on the basis of cash receipts; 
cash for the old firm’s debts is not coming into the “ new 
practice “ accounts. 

*," The simplest method is for ‘‘ Gamma ” and his late partner 
to elect to have the practice regarded as having ceased and 
recommenced as a “new” one. As regards the old firm the 
effect will be that the assessment for 1940-1 will be reduced to 
the amount of the profit for the period from April 5, 1940, to 
the date of dissolution; also, if the assessment for the year to 
April 5, 1940, was less than the amount of the profits for that 
year, then the assessment can be increased to bring it up to the 
actual profit amount. As regards the ** new ” firm, ‘* Gamma ” 
will be assessable for the period from the date of dissolution to 
April 5, 1941, on the amount of his earnings for that period, and 
for the year to April 5, 1942, on the amount of his first twelve 
months’ earnings. In either case the result should be equitable. 


Expenses of Removal, Renewals, and Insurance 


“J. M.” inquires whether the following are allowable expenses: 


es 01.” 


(a) cost ef removal to present location, and (b) renewals of 
waiting-room carpets and linoleum. He also asks for advice as to 
a “cost of replacement” insurance policy for the house and 
contents. 

** (a) Not allowable; (6) allowable. 
insurance we cannot 
suggest that “J. M.” 
Insurance Agency. 


As to the question of 
recommend a_ particular company, but 
might communicate with the Medical 


Half Pay during Instruction Course 


but is 
during 


has been appointed to the Colonial Service, 
required to take a full-time course in tropical medicine, 
which he receives half pay. Is this liable? 

** Cases of this type depend on the wording of the Service 
agreement; prima facie we should regard the half pay as liable. 
The similarity with non-taxable subsistence allowance is not 
very close as such an allowance is given for additional expenses 
while in receipt of taxable pay. The point may be worth 
taking up with the taxing authority, but we should not advise 
an appeal. 

Purchase of Practice 


“ DB. C.” was working as a locumtenent from April 6, 1939, to 


October 15, 1939, from which date he acquired the practice. 
What should be the basis of his liability for 1939-40 and 1940-1? 


** It has to be borne in mind that the previous year’s basis 
does not apply where an employment ceases or to the first year 
or two years of a new practice. As a result the basis for the 
years in question in this case becomes: 

1939-40.—The earnings of the actual year—i.e., £730. 

1940-1.—The amount of the profits of the first year of the practice 
after ** D. C.”’ took it over—i.e., £1,107. 

If, however, ‘“ D. C.” wishes the assessment for 1940-1 and 
each of the two following years can be based on the earnings 
of the actual year; but he cannot choose between those years, 
the “ actual-year ” basis if applied must be applied to all three 
years. 


LETTERS, NOTES, ETC. 
Beli’s Palsy and Herpes Zoster 


the following note to his letter 
title ‘ Bell's Palsy and Herpes 


Dr. G. Litewettyn Davies adds 
published last week under the 
Zoster *: My patient with the herpes and the Bell's palsy did 
complain of an intense pain in the ear on the same side as his 
other symptoms. He reminded me of this yesterday, but the 
rush of work prevailing at the time did not enable me to assess 
the true value of this symptom, and my rather cursory exam- 
ination of the ear evidently did not reveal any vesicles. Had I 
tumbled to the true pathology of the condition I should probably 
have used an aural speculum. 


Bran in the Prevention of Constipation 


Dr. M. E. Lamparp (Colchester) writes: Apropos the letter from * 
Dr. F. Parkes Weber (February 15, p. 252) about all-bran, many 
of my patients have been using ordinary bran for the last few 
years, with excellent results. We have also consumed it in our 
own household. It is advisable to buy it from a miller, as when 
it is stored in corn merchants’ shops it is apt to contain weevil. It 
can be taken well wetted with cold milk and with porridge added. 


Naming of New Drugs 


Mr. CHarces ALex. Hitt (Managing Director of the British Drug 
Houses Ltd.) writes: In the note appearing in the Journal of 
February 22 (p. 280) the writer is undoubtedly correct in stating 
that “great difficulties attend alterations in nomenclature of 
drugs ; but I think that he has slipped slightly in suggesting, 
as I think he does, that we have shown inconsistency by coining 
the names * anacardone ” and “ iodatol.”” The B.D.H. set up 
the manufacture-of pyridine-8-carboxylic acid diethylamide so 
soon as the patent expired, and made it availabie to the medical 
profession in January, 1939. We could hardly market it under 
its chemical name, for this contains thirty-five letters, and the 
only existing short name then was a registered trade mark, the 
property of the patentee firm. We were obliged, therefore, to 
coin a new name, and * anacardone * was chosen as being both 
** appropriate *’ and ‘ easily memorized.” It was not until two 
years later that the substance was made official as ** nikethamide” 
in the Third Addendum to the B.P. (January 1, 1941). To change 
over abruptly from the name ‘ anacardone”’ to the name 
* nikethamide * would seriously inconvenience practitioners who 
have known and have been prescribing the drug as ‘‘anacardone” 
for the past two years. Similarly, the name ‘ iodatol ” for 
iodized oil was coined by us in 1914. Todized oil was made 
official in the Addendum, 1936, to the B.P. (December 29, 1936) 
—twenty-two years later. 


Friedlainder’s Pneumobacillus and Sulphapyridine 


Dr. Morris Curner (Chelsea, S.W.) writes with reference to 
Surgeon Lieutenant Fraser Sinclair's clinical memorandum on the 
above “subject (February 8, p. 196): Early in 1939, during the 
routine investigation of a chronic cough, a predominating culture 
of the pneumobacillus was obtained from the muco-purulent 
sputum. An attempt to treat this by sulphanilamide with the 
patient ambulant proving unsuccessful, the use of sulphapyridine 
was considered. An opportunity occurred when the patient was 
in bed with influenza. He was submitted to a full oral course of 
the drug. The influenzal condition improved within a few days, 
but the degree of cough and amount of sputum remained 
unaltered. Later a further examination confirmed the presence in 
the sputum of the pneumobacillus in undiminished amount. 


Spasm of Sphincter of Oddi 


“ A.B.C.” writes: My experience conflicts with that of your con- 
tributors who state that morphine in any form causes spasm of 
the sphincter of Oddi. For many years I have suffered from 
periodical attacks of spasm of this sphincter, resulting in an 
acute and very painful distension of the gall-bladder. This can 
be-felt as a rounded tender prominence in the hypochondrium. 
Naturally, the pain—which is continuous and which simulates 
a painful indigestion—is insidious in its onset, but as soon 48 
I am sure what is happening I give myself an_ injection 
morphine grain 1/4 with atropine grain 1/100. This invariably 
has given complete relaxation and relief within fifteen to twenty 
minutes, the bile escaping with an audible gurgle; and as the 
attacks always come on in the late afternoon or evening am 
send me to bed, I am soon asleep. A sufliciently large dose of 1 
acetylsalicylic acid (gr. xv) will often relieve the condition # 
taken early in the attack. Fortunately there has been no recurrence 
for some months, and now I have nitroglycerin at hand if and 
when it does come. ; 





